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RÉSUMÉ 
Perspectives des professionnels sur la mise en œuvre des modèles de services intégrés 
aux personnes âgées au Québec 
Par 
Wankah Nji Paul 
Programmes recherche en sciences de la santé 
Mémoire présenté à la Faculté de médecine et des sciences de la santé en vue de l’obtention 
du diplôme de maitre ès sciences (M.Sc.) en sciences de la santé, Faculté de médecine et 
des sciences de la santé, Université de Sherbrooke, Sherbrooke, Québec, Canada, J1H 5N4 
Introduction : Les pays développés cherchent à intégrer les services afin d'améliorer la 
qualité des soins aux populations vivant avec des besoins socio-sanitaires complexes. Dans 
cette perspective, le gouvernement du Québec a réorganisé en 2004 son système de santé, 
en promouvant la mise en œuvre de réseaux locaux de services à l’échelle locale. Une 
meilleure compréhension de la façon dont les modèles de services intégrés sont implantés 
dans différents contextes permet d’identifier les facteurs qui déterminent l’efficience de 
cette implantation. Les professionnels, en tant que ceux qui incarnent les services, sont au 
cœur de ces transformations, et leurs perspectives sont donc fondamentales pour identifier 
les meilleures stratégies qui permettent d’améliorer l’intégration des services. Ainsi, sur la 
base de leurs perspectives, ce mémoire vise à 1) décrire et comparer la mise en œuvre d’un 
modèle de services intégrés dans différents contextes, et 2) identifier les facteurs 
influençant la mise en œuvre de ce modèle de services intégrés. 
Théorie et méthodes : Un cadre conceptuel suggérant six dimensions (clinique, 
professionnelle, organisationnelle, systémiques, fonctionnelle et normative) de l’intégration 
a été utilisé pour décrire et comparer les modèles de services intégrés. Puis, un cadre 
conceptuel suggérant que les facteurs structurels, organisationnels, professionnels, de 
l’innovation, ainsi que les caractéristiques des patients influencent la mise en œuvre des 
modèles de services intégré. Une étude de cas multiples a été menée dans trois territoires au 
Québec, sur la base d'une analyse documentaire et d'entrevues semi-structurées réalisées 
auprès de 28 professionnels. 
Résultats : Les trois cas ont révélé une grande convergence dans la mise en œuvre des six 
dimensions des services intégrés, reflétant l’importance de l'influence de la dimension 
systémique, qui fut de facto la priorité du gouvernement depuis 2004. Néanmoins, l’analyse 
montre une certaine variabilité dans le mise en œuvre de certaines composantes cliniques, 
comme la gestion des cas, reflétant l'influence du contexte local sur leur mise en œuvre. Les 
professionnels considèrent que les facteurs structurels et organisationnels facilitent et 
empêchent la mise en œuvre selon les composantes du modèle des services intégrés 
considérées. Par exemple, la politique gouvernementale et les fusions ont permis la mise en 
place des composantes principalement administratives du modèle des services intégrés au 
détriment de ses composantes cliniques. Les facteurs liés aux professionnels, à l'innovation 
en tant que telle et aux caractéristiques des patients, ont majoritairement facilité la mise en 
œuvre du modèle de services intégrés. 
Conclusion : La mise en œuvre des services intégrés est donc caractérisée par une forte 
convergence, bien que parsemée de quelques différences. Les facteurs structurels et 
organisationnels ont été à la fois une condition nécessaire à l’intégration des services sur le 
plan systémique, et une condition défavorable d’un point de vue clinique, au moins pour 
certaines composantes.  
Mots clés : Soins intégrés, personnes âgées, facteurs d’implantation, professionnels 
SUMMARY 
Providers perspectives on the implementation of integrated care models for older 
people in Québec 
By 
Wankah Nji Paul 
Health sciences Program 
 
A dissertation presented to the Faculty of Medicine and Health Sciences in partial 
fulfillment of the requirements of the degree of Master of Science in Health sciences, 
Faculty of Medicine and Health Sciences, Université de Sherbrooke, Sherbrooke, Québec, 
Canada, J1H 5N4 
Introduction: Developed countries are integrating care for populations living with 
complex socio-sanitary needs to improve the quality of care. In 2004 the Québec 
government re-organised its health system, promoting the province-wide implementation of 
local health networks. Understanding how integrated care models are implemented in 
different settings may give insights on which factors determine the effective 
implementation of the model. Providers, as those who deliver services, are at the heart of 
these reforms. Their perspectives are therefore fundamental in identifying the best 
strategies for improving the implementation of integrated care models. This dissertation 
aimed at 1) describing and comparing the implementation of an integrated care model in 
different contexts as perceived by providers, 2) identifying factors providers perceived as 
influencing the implementation of an integrated care model. 
Theory and methods: Descriptive-comparison of the integrated care model along the lines 
of a framework proposing 6 dimensions (clinical, professional, organisational, systemic, 
functional, and normative) of integration. Thematic analysis along the lines of a framework 
positing that structural, organisational, provider, innovation, and patient factors would 
influence the implementation of an integrated care model. A qualitative multiple case study 
was done in three cases in Québec based on document analysis and semi-structured 
interviews of 28 providers.  
Results: The three cases revealed a great overlap in the implementation of the six 
dimensions of the integrated care model, reflecting the influence of the systemic dimension, 
which was mostly prioritised by government since 2004. None the less, there was some 
variability in the implementation of some clinical components like case management, 
reflecting the influence of the local context. Structural and organisational factors facilitated 
and/or hindered the implementation of different components of the integrated care model. 
For instance, government policy and mergers mainly enabled the implementation of 
administrative components of the integrated care model at the expense of its clinical 
components. Provider, innovation and patient factors mainly facilitated the implementation 
of the integrated care model.  
Conclusion: There was great similarity and moderate differences in the implementation of 
the integrated care model across the three cases. Structural and organisational factors 
variably influenced the implementation of the integrated care model. They were necessary 
conditions for the integration of services from a systemic point of view at the expense of 
some clinical components. 
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INTRODUCTION 
In the early half of the 20th century, most developed countries organised their health 
systems following a hospital-centric model (Contandriopoulos, 1998; Demers et al., 2005; 
Evans, Baker, Berta, & Jan, 2014), where several public and/or private organisations 
provided health and social care to clients. These health systems attributed specific missions 
to these organisations such that i) hospitals were responsible for acute care, ii) community 
health centers were responsible for community health, iii) long-term care facilities were 
responsible for delivering care to residential patients, etc. Each organisation generally had 
its own budgetary and governance structure. Over time, the respective organisations 
focused on their designed missions leading to some sort of hyper-specialization in the 
services delivered (Ackerman III, 1992; Evans et al., 2014).  
Hospital-centric models are effective in the management of acute health problems such as 
infectious diseases and injuries, at the expense of chronic conditions (Vedel, Monette, 
Beland, Monette, & Bergman, 2011). Two major population changes occurred : i) a 
demographic change reflected by an increased proportion of older people, and ii) an 
epidemiological change reflected by an increased prevalence of chronic diseases, which 
may be directly linked to the increased proportion of older people, some who even lived 
with multiple chronic diseases (He, Goodkind, & Kowal, 2016; Vedel et al., 2011). Patients 
living with multiple chronic diseases, needing care from several health care providers 
working in different health and social care units or organisations, are poorly served by 
hyper-specialized and fragmented health systems (Ackerman III, 1992; Bergman et al., 
1997; Evans et al., 2014; Ferris et al., 2017). They faced issues such as accessibility, 
continuity, coherence and quality of care (Epping-Jordan, Pruitt, Bengoa, & Wagner, 2004; 
Ferris et al., 2017; Tinetti, Fried, & Boyd, 2012). Concomitantly, the socio-economic 
climate of the later half of the 20th century was marked by a financial crisis, the rising cost 
of health care and the development of new technologies (Balicer & Afek, 2017; 
Contandriopoulos, 1998; Sutherland, Fisher, & Skinner, 2009). The latter could facilitate 
the management and monitoring of patients at their homes or in community settings. This 
context was compounded by a change in managerial paradigm, namely, “The New Public 
Management” concept, that emphasised on improving the way government was managed 
and public services delivered (Larbi, 1999; van der Voet, 2017). The New Public 
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Management approach lays emphasis on increasing markets and competition in the 
provision of public services, and increasing organisational performance, output and 
consumer orientation (Eckerd & Snider, 2017; Larbi, 1999). 
Summarily, demographic and epidemiological changes of the population, the socio-
economic climate, the development of new technologies and a change in public service 
managerial approach exerted an immense pressure on the sustainability of the hospital-
centric health system model. Community-based primary health care models were thought to 
effectively address the shortcomings of hospital-centric models (Bodenheimer, Wagner, & 
Grumbach, 2002; Couturier, Belzile, & Bonin, 2016). Hence various community-based 
primary health care models were developed and tried, amongst them, the concept of 
“Integrated health and social care” (Couturier et al., 2016; Kodner & Spreeuwenberg, 
2002; Leutz, 1999; Shaw, Rosen, & Rumbold, 2011; Shortell, Gillies, Anderson, Mitchell, 
& Morgan, 1993). Integrated care models are innovative ways of organising the delivery of 
health care. Integrated care is based on principles of inter-professional and inter-
organisational collaboration, coordination and inter-dependence in the delivery of care to 
specific population groups such as frail older people (Hébert, Durand, Dubuc, Tourigny, & 
PRISMA Group, 2003), cancer patients (Evans et al., 2015) or people with cognitive 
disorders (Croghan & Brown, 2010), living in the community. Several pilot projects 
demonstrated the efficacy of integrated care models in addressing the needs of patients 
living with multiple chronic diseases or complex socio-sanitary needs (Beland, Bergman, 
Lebel, & Dallaire, 2006; Hébert et al., 2009; Vedel et al., 2009). But there is little 
information on how integrated care models are implemented, in real life contexts (Ling, 
Brereton, Conklin, Newbould, & Roland, 2012; Mackie & Darvill, 2016). 
The Implementing Community-based models of care for Older Adults with Complex Health 
and social needs project (iCOACH), is an international project aimed at studying the 
implementation of integrated care models for older people from multiple perspectives 
(policymakers, managers, providers and patients/caregivers) in three jurisdictions: Ontario 
(3 cases), Québec (3 cases) and New Zealand (3 cases) (Breton et al., 2017). This research 
was a multiple case study done as part of the broader iCOACH project, to better understand 
the implementation of integrated care models according to the perspective of providers in 
Québec. The manuscript will be presented in this order: a problem statement, the literature 
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review, the objectives, the methodology, the results of this study (to be presented in the 
form of a scientific article), discussion, strengths and limitations, impact and implications 







This section presents the rationale for studying the implementation of integrated care 
models for older people according to the perspective of providers, and scientific gaps on 
this subject. The working definitions of five important concepts: “complex socio-sanitary 
needs”, “health care innovation”, “integrated care models”, “implementation” and 
“providers’ perspectives” will also be presented. 
The relative proportion of older people in the general population is steadily increasing. It is 
currently estimated that people who are 65 years and above account for about 8.5% of the 
world’s population, and this percentage is projected to reach 17% by the year 2050 (He et 
al., 2016). The health costs of the ageing population are generally three to four times higher 
than those of the general population given that older people are prone to live with complex 
socio-sanitary needs (Reinhardt, 2003). There is no consensus definition of what “complex 
socio-sanitary needs” mean. Pertaining to older people, it can be viewed as a result of 
physiological ageing where older people become frail and are less resistant to common 
injuries such as falls (Ferrucci et al., 2004; Torpy, Lynm, & Glass, 2006), or as the 
likelihood for an older person to live with multiple chronic diseases (e.g. cancer, diabetes, 
hypertension etc.) (Fortin, Bravo, Hudon, Vanasse, & Lapointe, 2005), and it can still be 
perceived as an older person living with a single debilitating disorder such as Alzheimer’s 
diseases (Soto et al., 2006). This project views “complex socio-sanitary needs” as any 
condition leading to significant loss of functional autonomy such that patients need 
supplemental help in their daily lives to address their health and social needs. This 
definition incorporates health needs (such as physical and mental ailments) and psycho-
social needs (such as social isolation and inappropriate lodging) which are commonly faced 
by older people. This underscores the multidimensional health needs of a person with 
complex socio-sanitary needs (Kodner & Spreeuwenberg, 2002). 
Health care innovations are defined as “the intentional introduction and application within 
a role, group or organisation, of ideas, processes, products or procedures, new to the 
relevant unit of adaptation, designed to significantly benefit the individual, the group or 
wider society” (West, 1990, p. 309). This definition emphasises the characteristics of 
novelty, application and intended benefit of health care innovations (Länsisalmi, Kivimäki, 
Aalto, & Ruoranen, 2006). Furthermore, health care innovations can be classified as 
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technological (e.g. drugs, vaccines, CT scan) (Omachonu & Einspruch, 2010) and 
organisational (e.g. primary health care models, integrated care models, diabetes 
programme) (Hobbs, Aubry, & Thuillier, 2008). Specifically, an “organisational 
innovation” is defined as “the implementation of a new organizational method in the firm’s 
(health system) business practices, workplace organization or external relations” 
(Omachonu & Einspruch, 2010, p. 5). The author recognises that other typologies and 
classifications of health care innovations exist (Adams, Tranfield, & Denyer, 2011) and are 
beyond the scope of this manuscript. 
“Integrated care” is an innovative community-based primary care model, aimed at 
addressing the needs of people living with complex socio-sanitary needs (Couturier et al., 
2016; Kodner & Spreeuwenberg, 2002; Leutz, 1999; Shortell, Gillies, Anderson, Erickson, 
& Mitchell, 1996; World Health Organisation, 2008). Integrated care is defined by the 
World Health Organisation as “the organization and management of health services so that 
people get the care they need, when they need it, in ways that are user-friendly, achieve the 
desired results and provide value for money” (World Health Organisation, 2008, p. 1). This 
definition spans the provision of preventive, curative and health promotion interventions to 
a particular population, the alignment of multiple care delivery points, achieving temporal 
continuity of care or inter-organisational collaborations in the delivery of care (Kodner & 
Spreeuwenberg, 2002; World Health Organisation, 2008). This project views the concept 
“integrated care models” as an organisational innovation aimed at “strengthening people-
centred health systems through the promotion of the comprehensive delivery of quality 
services across the life-course, designed according to the multidimensional needs of the 
population and the individual, and delivered by a coordinated multidisciplinary team of 
providers working across settings and levels of care.” (World Health Organisation, 2016, p. 
4). This project focuses on integrated care models for older people. 
Various integrated care models for older people living with complex socio-sanitary needs 
have been experimented and implemented in different countries. They include, the Program 
of All-inclusive Care for the Elderly (PACE) (Lee, Eng, Fox, & Etienne, 1998) and Social 
Health Maintenance Organisation (SHMO) (Kodner & Kyriacou, 2000) in the United 
States, Coordination for Professional Care for the Elderly (COPA) (Vedel et al., 2009) in 
France, System for Integrated Care for Older Persons (SIPA) (Beland et al., 2006) and the 
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Program of Research to Integrate the Services for the Maintenance of Autonomy 
(PRISMA) (Hébert et al., 2009) in Canada. In fact, the quasi-experimental PRISMA study 
clearly demonstrated the efficiency of an integrated care model for older people in 
improving the satisfaction of users, the quality of services, the continuity of services, the 
coherence of services and controlling the cost of services (Hébert et al., 2009). Some of 
these pilot projects evolved to routinized and sustained community programs, such as the 
PACE project (Lee et al., 1998), while in other cases interested stakeholders were informed 
by these projects in the development of their own community programs. Such was the case 
of Québec in which the SIPA (Beland et al., 2006) and PRISMA (Hébert et al., 2009) pilot 
projects informed the government in the general reorganisation of its health system, and in 
the development of its own community-based integrated care model for older people living 
with complex needs called the Local Health Network for Older People (LHNOP, Réseaux 
Locaux de Services Intégrés aux Personnes Agées (RLSIPA)) (Couturier et al., 2016; 
Poirier, Descôteaux, Levesque, & Tourigny, 2015). None of the afore mentioned integrated 
care models relied on structural integration, such as merging organisations, as a pre-
condition for the integration of services. 
The concept “implementation” refers to “the process of putting to use or integrating 
evidence-based interventions (or organisational innovations) within a setting” (Rabin, 
Brownson, Haire-Joshu, Kreuter, & Weaver, 2008, p. 118). Related concepts include 
“routinization”, defined as “when an innovation becomes an ongoing element in the 
organisation’s activities and loses its distinct identity” (Greenhalgh, Robert, Bate, et al., 
2004, p. 373), and “sustainability” defined as “when new ways of working and improved 
outcomes become the norm. Not only have the process and outcome changed, but the 
thinking and attitudes behind them are fundamentally altered and the systems surrounding 
them are transformed in support” (Greenhalgh, Robert, Bate, et al., 2004, p. 373). In this 
dissertation, theses concepts are understood as a continuum from implementation (active 
efforts of using an innovation), routinization (when the innovation loses its “newness” and 
is routinely used in the organisation) and sustainability (when the former innovation 
becomes part of the culture of the organisation). 
 The implementation, of integrated care models for older people living with complex needs 
in real life settings are reportedly far from optimal despite the demonstrated benefits of 
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integrating health and social care (Ling et al., 2012). There exists a wide gap between 
experimental and real-life implementation. More so, integrated care models are often 
poorly implemented in everyday practice, leading to a reduced impact of the innovation on 
older people living with complex socio-sanitary needs (Nolte et al., 2016). There are no 
concordant guidelines for the implementation of integrated care models (Maruthappu, 
Hasan, & Zeltner, 2015). The research to practice gap may be a result of the complex 
nature of implementing integrated care models in real life settings (Maruthappu et al., 
2015). Contemporary literature reveals multiple factors that contribute to the 
implementation of integrated care models. Demers et al. (2005) described the complex 
interactions of multiple actors in the implementation of integrated care models including; 
strategic or ministerial actors (policymakers), tactical or organisational actors (managers), 
operational or clinical actors (health and social care providers) and users (patients and 
caregivers). This study particularly reported that strategic and tactical actors did not 
adequately support operational actors, despite the direct actions of providers on the clinical 
dimension of integration. These actors often worked in different health units such as public 
organisations (hospitals or community health centers), community organisations (for profit 
or non-profit organisations) or private organisations (private clinics or pharmacies) which 
further complexified their collaborations (Demers et al., 2005; Trouvé et al., 2014).   
Implementation science theories, models and framework (Chaudoir, Dugan, & Barr, 2013; 
Damschroder et al., 2009; Greenhalgh, Robert, Macfarlane, Bate, & Kyriakidou, 2004; 
Rogers, 2003) suggest that the implementation of health care innovations could be 
influenced by multiple groups of factors including: systemic factors (e.g. health policies), 
organisational factors (e.g. leadership), characteristics of individuals (policy makers, 
managers, providers, patients) involved in the implementation (e.g. willingness to adopt the 
innovation), characteristics of the innovation (e.g. complexity of the innovation), or the 
implementation process (e.g. engagement of actors). A systematic literature review (Mackie 
& Darvill, 2016) reported co-location of staff and teamwork, communication, integrated 
organisations, management support and leadership, resources and capacity, national policy 
and information technology systems as the main facilitators in the implementation of 
integrated care models. The authors deplored the paucity of evidence on factors influencing 
the implementation of integrated care models, and recommended more studies to be done 
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on this subject so as to enhance the validity of available evidence. Health and social care 
providers play an important role in the implementation of integrated care as they carry out 
their day-to-day functions (Demers et al., 2005; Greenhalgh, Robert, Macfarlane, et al., 
2004). They directly deliver care to patients and assume important coordination roles. 
Factors that providers, reportedly view as influencing the implementation of integrated care 
models include organisational support for the innovation, professional delicacy, inter-
professional trust, participant’s attitude to the innovation and training activities (Ahgren & 
Axelsson, 2007; Christiani, Byles, Tavener, & Dugdale, 2016; Fringer, Huth, & 
Hantikainen, 2014). Following the constructivist paradigm (Schwandt, 1994) which 
stipulates that each individual creates his/her own subjective representation of objective 
reality, this research posits that “providers’ perceptions” of the implementation of 
integrated care models may differ from those of other stakeholders (managers, policy 
makers or patients). In fact, Reed et al. (2012) demonstrated in their study that providers 
emphasised on the implementation of care delivery components of an integrated care 
model, while managers focused on the implementation of administrative components of the 
integrated care model. Hence, this project defines “providers’ perceptions” as the 
subjective views of health and social care providers regarding the implementation of an 
integrated care model. 
It is important to identify, study and understand factors that providers perceive as 
influencing (barriers and facilitators) the implementation of integrated care models for 
older people so as to inform interested stakeholders (policymakers, managers and 
providers) on successful implementation strategies. However, to the best of our knowledge, 
factors that influence the implementation of integrated care models for older people as 
perceived by providers are not often studied or reported in integrated care literature. 
Hence, the purpose of this research project is to contribute to closing this scientific gap by 





      
  
LITERATURE REVIEW 
This chapter addresses strategies to identify articles and the current body of knowledge on 
the implementation of integrated care models for older people. The context of the study and 
the theoretical framework of the research will be presented at the end of this section.  
 
Literature search on the implementation of integrated care models 
 
Cooper’s method (Cooper, 2016) was used for the literature search and synthesis. 
The method consists of six steps: stating the objective of the literature search, 
searching the literature for relevant studies, evaluating the quality of the studies, 
analysing and interpreting the results. 
The main objective of the literature search was to identify the body of literature on 
studies that described integrated care models, and identified factors health and social 
care providers perceived as influencing (barriers and facilitators) the implementation 
of integrated care models for older people living with complex socio-sanitary needs. 
The literature search consisted of using key words to identify articles in four 
electronic databases; MEDLINE with full text, CINAHL plus with full text, AgeLine 
and Abstracts in social gerontology. The key words used were “integrated care 
models”, “implementation”, “providers”, “influencing factors” and their respective 
spelling variations. Table 1 shows the combination of keyword.  
 
Table 1: Combination of key words for the literature search 
Concept Key words 
Integrated care model “integrated care” OR “integrated delivery 
system” OR “integrated care model” OR 
“integrated health care system” OR intégrat* 
AND 
Implementation Implement* OR deploy* OR strategy* OR 
inplanta*OR “mise en oeuvre” 
AND 
Providers Provider* OR “health care provider” OR 
“health personnel” OR practitioner* OR 
profession* OR préstat* OR “fournisseur de 
services” 
AND 
Influencing factors “influencing factor*” OR enabler* OR 
facilitat* OR barrie* OR obstacle* OR barriè*  
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Due to the vast amount of literature on this subject, only studies on factors 
influencing the implementation of an integrated care model for older people were 
targeted. The search included i) English or French manuscripts published after 1990 
(targeting the period of growing interest in integrated care models), and ii) 
perspectives of providers were included in the sample selection. 
The initial search produced 732 articles from the electronic database search. 381 
articles were identified through a Google scholar search with the same afore 
mentioned combination of key words. 
After the removal of 182 duplicates, 931 articles were retained.  
The titles of the retained articles were read, and 726 articles were excluded for the 
following reasons: studies focused on disease-oriented or speciality care models such 
as asthma, mental disorders, cancer, or diabetes; studies on particular types of 
services (e.g. home care nursing); studies on integrated care models for children; 
studies focused on the development of integrated care models; studies on the 
implementation of drugs, vaccines, clinical guidelines; and research protocols.  
Of the 205 remaining articles, 137 were excluded after reading their abstracts for the 
following reasons: studies describing the roles or competencies of providers in an 
integrated care model; studies focused on the implementation of a single component 
of an integrated care model such as a health information system or a clinical tool; and 
studies focused on scaling up an integrated care model.  
The full text of the 68 remaining articles were read, and 45 were excluded for the 
following reasons: studies describing the implementation process of the integrated 
care model without identifying enablers or barriers of implementation; studies 
evaluating the outcomes, cost-effectiveness, patient satisfaction or quality of services 
of the integrated care model without identifying enablers or barriers of 
implementation and; studies that did not include providers’ perspectives were 
rejected. Relevant studies that did not specify study participants were retained (by 
default) and one relevant article focused on decision maker’s perspectives on the 
implementation of an integrated care model in the Québec context was retained.  




Figure 1: Article selection process 
 
These studies are presented in a chronologic order, starting with the oldest.  
 
Factors influencing the implementation of an integrated care network 
 
Shortell et al. (1993) were amongst the earliest researchers to focus on understanding 
factors influencing the implementation of integrated care models. They carried out a 
qualitative multiple case study (twelve cases), consisting of about twenty-five semi-
structured interviews per case studied, and document analysis. Policy makers, managers 
and providers were interviewed. Eight groups of factors were reported as influencing the 
implementation of the integrated care model, namely: i) difficulties in understanding core 
business of health care relating to integrated care, ii) difficulties to overcome the hospital 
paradigm, iii) difficulties to convince certain organisations (e.g. hospitals) to accept the 
system strategy, iv) board members faced difficulties in understanding and conceptualising 
the innovative “integrated care” concept, v) ambiguity in roles and responsibilities 
throughout the system, vi) difficulties in managing “managed care” (a type of organised 
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care delivery), vii) difficulties in executing the implementation strategy, and viii) lack of 
strategic alignment (or mismatch) between various dimensions of integration. The authors 
strongly advocated for supplemental educational efforts for relevant stakeholders. Though 
some of these findings still sound true today, this study was carried out in a context of 
developing conceptual clarity of “organised delivery systems” or “integrated care”. This 
study informs the early barriers to the implementation of integrated care models. These 
barriers were generally centered around understanding the “integrated care” concept and its 
design, and resistance to changes from “hospital-based” to “person-centered” care 
paradigms. No theoretical approach for data analysis was mentioned in this study. 
Glendinning (2003) presents an evaluation of the implementation of two integrated care 
models in England. The author reports structural factors such as the policy environment, 
and the vertical relationship between organisations and the national government as highly 
influencing the implementation of the integrated care model. Professional domains and 
identities, and power relationships between the newly integrated organisations and 
providers were reported as the main barriers to the implementation of the integrated care 
model. The author focused on identifying macro and meso level factors at the expense of 
micro level (clinical level) factors. The author clearly describes the socio-political context 
of Britain at the time and how it influenced the implementation of the integrated care 
model. Though the manuscript reports the results of an evaluation of the implementation of 
two integrated care models, the methodology is not included in the article, and it is not 
clear which study participants’ views are represented.  
Gross, Temkin-Greener, Kunitz, and Mukamel (2004) studied barriers to the 
implementation of an integrated care model in the United States. They did a mixed methods 
study consisting of: semi-structured interviews with program administrators, financial 
officers, and providers; documentary analysis; and survey of program administrators. The 
barriers to the implementation of the integrated care model included: competition for 
patients with other government funded community-based programs, unwillingness of 
patients to change their family physicians, unwillingness of patients to pay out of pocket 
contributions, poor understanding of the services of the integrated care model by some 
stake holders, inadequate funding of the model, potential participants’ unwillingness to 
attend day care centers, lack of sponsor’s investment in facilities needed for growth of the 
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model, inadequate staffing because of labour shortage, lack of control of the budget of the 
integrated care program, poor enrollment because of state budgetary problems, states 
concerns that the integrated care model would overuse Medicaid benefits, lack of sponsors’ 
investment in the marketing of the integrated care model, and a decline in the sponsor’s 
reputation in the service area. This study focused on identifying factors that managers and 
financial officers perceived as influencing the implementation of the integrated care model. 
The results of this study suggest that the authors were more concerned with identifying 
systemic and organisational factors (with special emphasis on financial factors) that 
influenced the implementation of their integrated care model. In fact, the authors reported 
that they did not even record providers’ interviews. They purposefully did not emphasise 
providers’ (operational actors of implementation) perspectives in this study. 
Tourigny, Durand, Bonin, Hébert, and Rochette (2004) evaluated the effects of an 
integrated care model for older people in Québec. They did a quasi-experimental study. 
They reported lack of time need to implement the integrated care model, and lack of 
financial resources covering services in the continuum of care for older people as the main 
obstacles to the implementation of this integrated care model. They also reported that the 
common access point “guichet unique” facilitated the implementation of the integrated care 
model by improving the accessibility of the model to the general population. This article 
focused on the evaluation of the effects or outcomes of an integrated care model. There was 
very little information on factors influencing the implementation of the integrated care 
model. It would be interesting to secondarily analyse their data with the aim of specifically 
identifying barriers and facilitators to the implementation of the integrated care model 
according to the perspectives of their study participants. 
Demers et al. (2005) focused on understanding the roles of various actors in the 
implementation of an integrated care model for older people. They carried out a qualitative 
multiple case study (three cases) consisting of document analysis and semi-structured 
interviews. Their theoretical approach suggested an interdependence of the actions of 
different stakeholders in the implementation of integrated care models. This study 
described how three groups of actors: strategic actors (policy makers), tactical actors 
(managers) and operational actors (providers), interacted during the implementation of an 
integrated care model for older people. It underlined the need for a common vision and the 
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full support of all actors. In fact, the authors concluded that strategic and tactical actors 
should engage operational actors at all levels of implementation, and to provide them with 
the support need to implement the integrated care model. This study had a clear theoretical 
framework, and methodology. The authors triangulated the perspectives of multiple 
stakeholders at different levels of an integrated care model for older people with document 
analysis.  
Beland et al. (2006) evaluated the impact of an integrated care model in Québec. They 
carried out a quasi-experimental study. The authors reported funding and material resources 
as factors facilitating the implementation of the integrated care model. This was an 
experimental study that focused on the evaluation of the effects of the integrated care 
model. The authors provided a detailed description of the integrated care model. This 
article was helpful in understanding the key components of the cases we studied, given that 
the Integrated Services for Frail Elders (SIPA) pilot project contributed in informing the 
government of Québec in the development of its integrated care model for older people. 
The views of stakeholders on the implementation of the integrated care model were not 
explicitly presented. It is possible that the researchers were the ones who perceived funding 
and material resources as facilitating the implementation of the integrated care model. 
Ahgren and Axelsson (2007) studied factors influencing the implementation of an 
integrated care model in Sweden. They used a multiple case study (6 cases) consisting of 
interviews of providers and documentary analysis. Professional dedication, legitimacy and 
confidence, and inter-professional trust were reported as facilitators to the implementation 
of the integrated care model. The main obstacles to the implementation of the integrated 
care model were resistance by physicians, organisational culture and professional sub-
cultures. This article represents the views of providers, which is the main objective of this 
dissertation. The authors did not provide details on their study participants. For instance, an 
information bias may exist if the views of a certain group of providers (say nurses) were 
more represented in the study than others. Also, these results did not bring out systemic 
(e.g. legislation) or intervention (e.g. flexibility) level factors that could influence the 
implementation of the integrated care model. It appears that the authors focused on provider 




Lévesque et al. (2009) focused on the identification of barriers and facilitators of the 
implementation of integrated care models for people with multiple chronic diseases. They 
carried out a case study consisting of semi-structured interviews with experts and decision-
makers, and a literature review with content analysis. Data was analysed with the Health 
Systems Performance framework (World Health Organisation, 2000). Implementation 
barriers included: i) lack of clinical governance tools, ii) the weakness of clinical 
information systems, iii) inappropriate modes of remuneration, iv) lack of public coverage 
of multidisciplinary services, and iv) poorly organized primary care. Implementation 
facilitators included: i) the emergence of primary care models favouring team work, ii) 
progressive integration of healthcare system institutions, and iii) well-developed 
community and public health sectors. This study has the merit of triangulating data from 
the interviews with the body of knowledge at the time (from the literature review). These 
results reflect the perspectives of implementation experts and policy makers, which is not 
an objective of this dissertation. It was retained in this review because this study was 
carried out in a similar context (in Québec) and helps to deepen our understanding of 
factors influencing the implementation of integrated care models in the Québec context, 
albeit from policy makers’ perspectives. These factors may differ from those perceived by 
providers as influencing the implementation of a similar integrated care model. 
Hébert et al. (2009) evaluated the impact of an integrated care model for older people in 
Québec. They did a quasi-experimental study. They reported having to extend the 
experimentation by two years in order to measure the effects of the innovation, hence time 
was an important factor influencing the implementation of the model. This article was 
helpful in understanding the key components of the cases we studied, given that the 
Program of Research to Integrate the Services for the Maintenance of Autonomy 
(PRISMA) pilot project contributed in informing the government of Québec in the 
development of its integrated care model for older people. The views of stakeholders on the 
implementation of the integrated care model were not explicitly presented. 
Syson and Bond (2010) evaluated the planning, implementation and operation of an 
integrated care model. They used a qualitative case study method consisting of semi-
structured interviews and focus groups of managers and providers. They notably reported 
networking, co-location and proximity as generating inter-professional transfer of 
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knowledge and the development of shared practice hence facilitating the implementation of 
the integrated care model. They highlighted the fact that co-location of staff fostered formal 
and informal inter-professional collaborations, and facilitated timely and appropriate 
communication. The authors did not specify a framework for data analysis. Nonetheless, 
most of the factors perceived as influencing the implementation of integrated care models 
such as networking, and co-location are reported in contemporary implementation science 
theories (Chaudoir et al., 2013; Damschroder et al., 2009; Greenhalgh, Robert, Macfarlane, 
et al., 2004; Rogers, 2003). 
Béland and Hollander (2011) studied the description and evaluation of integrated care 
models for older people. They carried out a literature review of documented and evaluated 
integrated care models. They report i) changes in existing legislations as facilitating the 
implementation of large-scale integrated care models, and ii) funding of organisations as a 
challenge in the implementation of integrated care models. Legislative support and funding, 
are factors previously reported as influencing the implementation of integrated care models. 
The literature search strategy and article selection criteria were elaborately described. This 
article was focused on studies that evaluated the outcomes (cost-efficiency etc.) of 
integrated care models. The authors selected 9 studies for their review due stringent 
inclusion/exclusion criteria. Though evaluation of integrated care models was not an 
objective of this dissertation, table 3 of this review described and compared 9 integrated 
care models, bringing out similarities and differences in their key components. This 
inspired the analysis approach and presentation of the results of the descriptive-comparison 
objective of this dissertation. Finally, no stakeholders’ perspectives were explicitly 
represented in this review. 
Reed et al. (2012) studied the strategic planning, goal selection, implementation and 
maintenance of integrated care models. The carried out semi-structured interviews of 
insurance providers, managers and healthcare providers. They reported insufficient analytic 
power, regulatory restrictions, economic constraints, insufficient creativity, pay for 
production, insufficient capital, external inertia, internal inertia, insufficient information 
technology and insufficient human capital as the main barriers to the implementation of the 
integrated care model. The main facilitators to the implementation of the integrated care 
model included: data resources, experience of managers, visionary leadership, engaging 
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personnel, agility/responsiveness of the organisation, culture of continuous improvement, 
and willingness to take risks. Most importantly the authors reported that the various stake 
holders had different perspectives. In fact, insurance providers were more concerned about 
the cost-effectiveness of the integrated care model, managers were more concerned about 
the patient-centeredness of the integrated care model, and health care providers were more 
concerned about the health care delivery processes of the integrated care model. This study 
clearly demonstrated that stakeholders may have different perceptions of factors 
influencing the implementation of an integrated care model. The methodology of the study 
was sparsely described and it is not clear how the data was analysed. Also, the authors 
stated that their ethical review board exempted the study from an ethical clearance, though 
it involved collecting information (interviews) from human subjects. Confidentiality and 
safety of qualitative data, and consent of participants are issues needing formal ethical 
clearance. 
Ling et al. (2012) focused on identifying barriers and facilitators to implementing 
integrated care models. They used a mixed methods study consisting of semi-structured 
interviews of managers and clinicians, and a survey. The authors used a grounded theory 
methodology (Strauss & Corbin, 1994), categorised data according to the organisational 
change theory (Rhydderch, Elwyn, Marshall, & Grol, 2004), and results were compared 
with a comprehensive systematic review of barriers and facilitators to quality improvement 
activities (Kaplan et al., 2010) and to the Normalisation Process Model (May et al., 2007). 
This study identified: i) leadership, ii) organisational culture, iii) information technology, 
iv) physician involvement, and v) availability of resources as factors influencing the 
implementation of integrated care models. The authors also pointed out that these factors 
were commonly found in contemporary implementation science literature as previously 
mentioned. 
Thiel, Sonola, Goodwin, and Kodner (2013) examined barriers and facilitators to the 
implementation of an integrated care model in Pembrokeshire. The authors used a mixed 
methods approach consisting of; interviews of managers and providers, document analysis 
and observational analysis of team meetings. Section 5 of this report presents barriers and 
facilitators to the implementation of the innovation. Systemic factors such as: i) the remote 
geographical location of Pembrokeshire was reported as being unattractive to providers and 
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other personnel, hence hindering the implementation of the innovation, ii) difficulties in 
funding the community sector in Wales hindered the implementation of the innovation and 
iii) an unsuitable health information technology tool also hindered the implementation of 
the model. Organisational factors such as: i) co-location and administrative support 
facilitated the implementation of the innovation, ii) increased workloads of providers 
hindered the implementation of the innovation, and iii) organisational cultures such as silo 
thinking between community providers and secondary care providers hindered the 
implementation of the innovation. Other facilitators to the implementation of the innovation 
included a supportive policy environment, an evolving culture of integrated working and 
better inter-professional collaborative approaches in care delivery. These factors converge 
with previous studies and implementation science literature as previously indicated. The 
authors briefly describe the methodology of the project. It is not clear how data was 
analysed or if any theoretical frameworks were used for analysis. The quantitative results 
they presented were obtained from the document analysis. 
De Stampa et al. (2013) studied factors providers perceived as influencing (enabling or 
hindering) the implementation and development of integrated care models. They did a 
literature review which yielded 10 articles. The authors reported leadership, 
interorganizational and inter-professional collaborations, funding and policy making as 
factors providers perceived as influencing the implementation of integrated care models. 
These factors are known in current implantation science literature. The authors briefly 
described their literature search strategy, without elaborating on the combination of their 
keywords, nor the synonyms used. The objective of the study was clearly stated as 
identifying factors influencing the implementation and development of integrated care 
models, but all the results were on factors influencing the implementation of integrated care 
models. This suggests that the authors interchangeably used the concepts implementation 
and development. Finally, the authors analysed five patient-centered and five disease-
oriented (mental health and Alzheimer’s disease) integrated care models. They did not 
specify the differences in paradigms/approaches underlying these models of integrated care. 
 MacAdam (2015) described the implementation of a Program of Research to Integrate the 
Services for the Maintenance of Autonomy (PRISMA) type model of integrated care for 
older people in Québec. Three groups of factors (systemic and contextual factors, 
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organisational factors, and operational/service delivery factors) were reported as 
influencing the implementation of the integrated care model. Systemic and contextual 
factors included: i) good leadership as the project was headed by a collaboration of 
university researchers, ii) translating ideas to action was perceived as a barrier, since it took 
lots of negotiations with different stakeholders (including the government) to initiate the 
implementation of the PRISMA model, and iii) the flexibility in the implementation of the 
integrated care model was perceived as a facilitator to its implementation, since it could be 
easily adapted to various local contexts. Organisational factors included: i) mergers, which 
had both positive and negative effects to the implementation of the PRISMA model. 
Operational/service delivery factors included: i) features of the integrated care model which 
were perceived by managers and researchers as essential to its implementation, ii) 
information systems were perceived as facilitators to the implementation of the integrated 
care model, iii) unmet needs such as the lack of funding for case management was 
perceived as a barrier, iv) the fee for service reimbursement model of physicians was 
perceived as a barrier to the implementation of the integrated care model, v) training and 
supporting staff was perceived as a facilitator, and vi) social workers’ resistance in 
accepting other providers as case managers was perceived as a barrier. The author did not 
specify the research methodology in this manuscript. It is not always clear whose 
perspectives were represented by the results. Sometimes it was hard to follow if the results 
were on the implementation of the PRISMA project or the Réseau de Services Intégrés aux 
Personnes Âgées (RSIPA). 
Maruthappu et al. (2015) issued a commentary aimed at examining the rationale for 
integration and the principles of implementing integrated care networks. The authors 
developed a theoretical framework positing that: i) core factors, ii) enabling factors, and iii) 
overcoming barriers are three groups of factors that would influence the implementation of 
integrated care. It is not clear if this manuscript was a result of the authors’ opinion, their 
experience or a literature review. In any case it was not an empirical study and no literature 
search strategy was indicated in the manuscript. In short, it is not clear how the authors 
developed their theoretical framework. 
Poirier et al. (2015) studied the implementation of an integrated care model for older people 
in Québec. The authors used multiple methods (multiple case studies, literature review, 
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interviews of implementation experts and deliberative forums) in their project (Poirier et 
al., 2015). They used the health policy analysis framework (Walt & Gilson, 1994) to 
analyse their data. The major findings of this study include: i) certain components of the 
innovation have to be more adaptable than others, ii) a champion would facilitate the 
implementation of integrated care, iii) adequate time should be allocated for the 
implementation of integrated care, iv) physicians should be involved at all phases of the 
implementation especially at the conception of the integrated care program, v) a 
computerised health information system would facilitate the implementation of integrated 
care, and vi) there should be monitoring, training of providers and regular support in the 
implementation of the integrated care program. This study revealed lots factors influencing 
the implementation of the innovation, but theses factors could be organised in a more 
structured way such as systemic factors, organisational factors, innovation factors etc. This 
would facilitate their understanding and retention. 
Wistow, Gaskins, Holder, and Smith (2016) evaluated the implementation of an integrated 
care model in North West London. They carried out documentary analysis, non-participant 
observation, 73 interviews, workshops, a focus group, and two web-based surveys. 
Implementation enablers included: i) co-design, ii) engagement of all stakeholders 
(especially lay partners), iii) an openness to learning, iv) a clear, timetabled route map, and 
iv) clear roles of the programme management team and its resources. Implementation 
barriers mainly consisted of systemic factors such as securing data sharing and information 
governance, developing payment and accountability systems aligned with integrated care 
objectives, fostering equal partnerships with local governments, maintaining acute provider 
viability while reducing hospital admissions, and balancing completion and collaboration. 
The manuscript did not provide much information on the research participants, nor on the 
data analysis technique. 
Cristofalo et al. (2016) studied barriers and facilitators to the implementation of an 
integrated care model for older people. They carried out a mixed method study consisting 
of semi-structured interviews of 15 staff members (administrators, community clinic 
coordinators and physicians), focus groups for nurses, care mangers and social workers, 
and a telephone survey of 154 clients. They did a thematic analysis (Guest, MacQueen, & 
Namey, 2011) of qualitative data , and simple frequencies for quantitative data. The main 
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barriers to the implementation of the integrated care model were: i) programmatic 
challenges (data entry, access and sharing), ii) challenges to client participation 
(homelessness made it difficult to contact clients, transportation difficulties, cultural 
differences, language barriers etc.), iii)  challenges with partner clinics (negative staff 
attitudes and behaviours, professional territorialism of clinic providers regarding their 
patients, duplication of efforts, long wait times, and clarity of roles of providers.), and iv) 
challenges of the wider system (lack of access to specific treatment, bureaucracy and 
inefficient organisation). Some facilitators to the implementation of the integrated care 
model included: i) the training of providers in motivational interviewing which improved 
communication with clients, ii) frequent accessibility to clients which helped build strong 
provider-client relationships, and iiii) inter-professional collaborations coordinated by care 
mangers and social workers. This study has the merit of using multiple research methods, 
and multiple perspectives (frontline staff and users) to identify factors that influence the 
implementation of an integrated care model for older people. The frontline staff 
interviewed included nurses, social workers and physicians. The perspectives of other 
providers like occupational therapists, or community organisers, who have an active role in 
care delivery to patients, were not included in this study. 
Goderis et al. (2016) focused on barriers and enablers to the implementation of an 
integrated care model. They used mixed methods including electronic and paper surveys, 
interviews, workshops and seminars to collect data. Only health care providers’ 
perspectives were studied. A list of barriers and enablers were identified from the data, and 
were eventually filtered out with the Implementation model (Grol & Wensing, 2005). The 
main barriers reported were: i) the concept of patient empowerment and health promotion, 
ii) the implementation of multidisciplinary teamwork, and iii) the integration and continuity 
between hospital and primary care and between health care and social welfare. The main 
enablers reported were: i) the existing and well-developed health services, ii) the recent 
initiatives to promote chronic care, iii) recent initiatives to spread information and 
communication technologies, iv) providers commitment towards their patients, and v) 
providers open-mindedness to change. The authors did not include social workers in their 
study, and this may lead to an information bias given that only the perspectives of health 
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certain care providers (physicians, nurses, physiotherapists and pharmacists) were taken 
into consideration. 
Nolte et al. (2016) studied the main factors influencing the implementation, routinization 
and sustainability of successful integrated care programs for people living with chronic 
diseases in Denmark, Germany and Netherlands. This was a qualitative multiple case study 
carried out as part of the Integrated efforts for people living with chronic diseases project.  
Dedicated time and resources, support and advocacy, leadership and management, 
stakeholder involvement, communication and networks, adaptation to local context, and 
feedback were reportedly the main influencing factors to the implementation of the 
integrated care model. This study extensively described the socio-economic and political 
contexts of the cases and how these shaped the implementation of the integrated care 
model. On the other hand, the authors did not elaborate on data collection or analysis 
techniques. No theoretical framework was identified nor did they describe how they came 
to the above results. 
Mackie and Darvil (2016) systematically reviewed the literature on factors enabling the 
implementation of integrated health and social care models. This study reported seven main 
factors as enablers, namely: i) co-location of staff and teamwork, ii) communication, iii) 
integrated organisations, iv) management support and leadership, v) resources and capacity, 
vi) national policy, and vii) information technology systems. The authors also reported lack 
of adequate evidence of factors influencing the implementation of integrated care models. 
They retained only seven articles for the study, though their selection criteria were not 
overly stringent. Curiously, the seven studies retained referred to the implementation of 
integrated care models in England though the authors did not specify any geographical 











Table 2: Overview of litterature review 
Author 
(year) 




delivery systems: the 
barriers and facilitators; 
Journal of Healthcare 
Management. 
 Qualitative design; multiple 
stakeholders’ perspectives. 
 Historical context of the topic. 
Galendinning 
(2003) 
Breaking down barriers: 
integrating health and 
care services for older 
people in England; 
Health Policy. 
 Results. 
Gross et al. 
(2004) 
The growing pains of 
integrated health care for 
the elderly: lessons from 
the expansion of PACE; 
The Milbank Quaterly. 
 Mixed methods; multiple 
stakeholders’ perspectives. 




Study of the 
Effectiveness of an 
Integrated Service 
Delivery Network for the 
Frail Elderly; Canadian 
Journal on Aging. 
 Quasi-experimental design. 
 Results. 
Demers et al. 
(2005) 
Le rôle des acteurs 
locaux, régionaux et 
ministériels dans 
l'intégration des services 
aux aînés en perte 
d'autonomie; Fondation 
canadienne de la 
recherche sur les 
services de santé. 
 Qualitative design; multiple 
stakeholders’ perspectives. 
 Role of providers in the 
implementation of an integrated care 
model. 
 Rationale and results. 
Beland et al. 
(2006) 
Integrated Services for 
Frail Elders (SIPA): A 
Trial of a Model for 
Canada; Canadian 
Journal on Aging. 
 Quasi-experimental design. 







integrated health care 
development: chains of 
care in Sweden; The 
International Journal Of 
Health Planning And 
Management. 
 Qualitative design; focused on 
providers’ perspectives. 




Barrières et éléments 
facilitant l'implantation 
de modèles intégrés de 
prévention et de gestion 
des maladies chroniques; 
Pratiques et organisation 
des soins. 
 Qualitative design; focused on 
experts and decision makers’ 
perspectives. 
 Similar study context. 
 Methodology and results. 
Hébert et al. 
(2009) 
Impact of PRISMA, a 
coordination-type 
 Quasi-experimental design. 




delivery system for frail 
older people in Quebec 
(Canada): A quasi-
experimental study; The 
Journals of Gerontology. 
Series B: Psychological 





Integrating health and 
social care teams in 
Salford; International 
Journal of Integrated 
Care. 
 Qualitatative design; multiple 
stakeholders’ perspectives. 
 Methodology, results and 
discussion. 





Integrated models of care 




 Literature review. 
 Description of cases. 
Reed et al. 
(2012) 
Innovation in patient-
centered care: lessons 
from a qualitative study 
of innovative health care 
organizations in 
Washington State; BMC 
Family Practice 
 Qualitative design; multiple 
stakholders’ perspectives. 
 Methodology, results and 
discussion. 
 Various stakeholders have different 
perspectives on the implementation 
of an integrated care model. 
Ling et al. 
(2012) 
Barriers and facilitators 
to integrating care: 
experiences from the 
English Integrated Care 
Pilots; International 
Journal Of Integrated 
Care. 
 Mixed methods; multiple 
stakeholders’ perspectives. 
 Rationale, methodology, results and 
discussion. 
 Similarity to implementation science 
factors. 
Thiel et al. 
(2013) 
Developing community 
resource teams in 
Pembrokeshire, Wales: 
Integration of health and 
social care in progress; 
The King’s Fund. 
 Mixed methods; multiple 
stakeholders’ perspectives. 
 Results and discussion 
 Similarity to implementation science 
factors. 
De Stampa et 
al. (2013) 
Intégration des services: 
obstacles et facteurs 
facilitant leur 
implantation; Revue 
d'Épidémiologie et de 
Santé Publique. 





PRISMA: Program of 
Research to Integrate the 
Services for the 
Maintenance of 
Autonomy. A system-
level integration model in 
Quebec; International 
Journal of Integrated 
Care. 
 Organisation of results (into groups 
of factors) 
Maruthappu Enablers and barriers in  Theoretical framework and results 
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et al. (2015) implementing integrated 
care; Health Systems & 
Reform. 
Poirier et al. 
(2015). 
Expedited knowledge 
synthesis on factors 
affecting implementation 
of integrated services 
networks for the elderly; 
Institut National de Santé 
Publique du Québec. 
 Mixed methods; multiple 
pstakeholders’ perspectives 
 Focused on experts opinon on 
implementation of integrated care 
model in Quebec. 
 Reults and discussion. 
 Similar study context. 
Wistow et al. 
(2016) 
Why Implementing 
Integrated Care is so 
much harder than 
designing it: experience 
in North West London; 
International Journal Of 
Integrated Care. 




Barriers and Facilitators 
to Coordinating Care 
With High-Risk, High-
Cost Disabled Medicaid 
Beneficiaries: 
Perspectives of Frontline 
Staff and Participating 
Clients; Care 
Management Journals. 
 Mixed methods; providers’ and 
patients’ perpsectives. 
 Results. 
Goderis et al. 
(2016) 
Barriers and Facilitators 
towards an Integrated 
Chronic Care Model as 
experienced by primary 
care health providers; 
International Journal Of 
Integrated Care. 
 Mixed methods; providers’ 
perspectives. 
 Method and results. 
Nolte et al. 
(2016) 
Implementing integrated 
care: A synthesis of 
experiences in three 
European countries; 
International Journal of 
Care Coordination. 






integrated health and 
social care: a systematic 
review; British journal of 
community nursing. 
 Systematic review. 









Summary of literature review 
 
 Three points are noted from the review of the current body of knowledge on the 
implementation of integrated care models for older people as perceived by providers. 
i. Of the 23 studies retained in this review, 3 focused solely on the perspectives of 
providers (Ahgren & Axelsson, 2007; De Stampa et al., 2013; Goderis et al., 2016). 10 
studies involved the perspectives of multiple stakeholders (providers, managers, 
policymakers, patients, and insurance providers), and 5 studies did not clearly indicate 
their study participants. The 3 experimental studies and 2 literature reviews did not 
explicitly indicate the perspectives of any stakeholder. This suggests that few studies 
focused solely on the perspectives of the operational (clinical) actors of integrated care 
models. 
ii. There is an overlap of factors influencing (enablers or barriers) the implementation of 
integrated care models, and factors influencing the implementation of healthcare 
innovations in general. Some authors clearly indicated this convergence (Ling et al., 
2012; Syson & Bond, 2010; Thiel et al., 2013). Furthermore, some factors identified as 
influencing the implementation of integrated care models in this review such as 
leadership, funding, government policies or resistance of physicians have been  reported 
in implementation science theories, models and frameworks (Chaudoir et al., 2013; 
Damschroder et al., 2009; Greenhalgh, Robert, Macfarlane, et al., 2004; Rogers, 2003). 
This suggests that an implementation science framework can be used to study the 
implementation of an integrated care model. 
iii. Regarding the methodology and approach used to study factors influencing the 
implementation of integrated care models. Of the 23 articles retained in this review, 7 
studies used mixed methods (quantitative and qualitative methods), 3 used a quasi-
experimental design, 3 studies were literature reviews, and 7 studies used only 
qualitative designs (mostly the multiple case study method) and 3 studies did not 
explicitly describe their methodology. This suggests that qualitative studies (e.g. the 





Context of the study 
 
With about eight million residents, Québec is the second most populous province of 
Canada. Its publicly administered health insurance system financed by taxation, ensures 
universal medical coverage of its denizens. The government allocates block funding to 
health organisations such as hospitals and community health centres. 
From its inception in 1971, the modern Québec health system was designed to integrate 
health and social services as evidenced by its Ministry of Health and Social Services. Over 
the years, several health commissions identified dysfunctions of the health system, such as; 
fragmentation and discontinuity of services, silos functioning of health care organisations, 
and rising costs of health care amongst others. Some of these commissions include; the 
Ronchon (1988) and Lavoie-Roux commissions (1989) (Vaillancourt, 1989), the Clair 
commission (2001) (Chodos, 2001), and recently the Minister of Health and Social 
Services of Québec championed several health system reforms, amongst which the creation 
of Integrated Health and Social Service Centres (Benoit, 2015). 
The government of Québec specified some health system issues related to an ageing 
population in its 2005-2010 Ministerial Action Plan. These issues included: 1) an ageing 
population with increased health needs, 2) satisfying older people with complex needs who 
wish to live in their homes and creating favourable conditions for their family members that 
accept to be caregivers, 3) controlling the rising cost of health care, 4) clarifying services 
delivered by public health and social services organisations, 5) finding an equilibrium of 
shared health care responsibilities between the population (older people mostly) and service 
providers and 6) acquiring adequate information to better address the needs of the 
population (Ministère de la Santé et des Services Sociaux, 2005). In this context, 93 Health 
and Social Services Centres were created during the 2004 organizational reforms of the 
Québec health system, through the merger of several public organisations such as Local 
Community Health Centres, long-term care centres and, in some cases, an acute care 
hospital (Breton, Haggerty, Roberge, & Freeman, 2012). These Health and Social Services 
Centres were mandated by government to promote, through formal or informal inter-
organisational agreements, the implementation of Local Health Networks for specific 
vulnerable populations, such as older people (e.g. Local Health Networks for Older 
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People), in their areas of jurisdiction so as to ensure accessibility, continuity and quality of 
care.  
The nine major components of the Local Health Network for Older People are represented 
in the Outil de suivi de l’implantation des composantes du réseau de services intégrés 
personnes âgées (OSIRSIPA) (Ministère de la Santé et des Services Sociaux, 2010). They 
include: i) a joint governing board, ii) case management, iii) a multidisciplinary evaluation 
tool, iv) an individualised service plan, v) a health information system, vi) a common 
access point, vii) a family physician involved in the continuum, viii) an accessible geriatric 
team, and ix) an administrator responsible for the integrated care organisation (Ministère de 
la Santé et des Services Sociaux, 2010; Poirier et al., 2015). Some of these components 
such as case management (clinical integration), a multidisciplinary evaluation tool 
(professional integration), the individualised service plans (clinical integration), 
information system (functional integration), and joint governance (organisational 
integration) are items of the Rainbow Model of Integrated Care framework (Valentijn et al., 
2015). 
Appendix 1 presents a side by side comparison of the constructs of the Rainbow Model of 
Integrated Care and the Outil de suivi de l’implantation des composantes du réseau de 




A focused review of implementation science and integrated care theories, models and 
frameworks was done to identify possible frameworks addressing the objectives of this 
study. The Rainbow Model of Integrated Care framework (Valentijn et al., 2015) was used 
to describe and compare the implementation of the integrated care model in the 3 cases. 
The Multilevel Health Innovation Analysis Model (Chaudoir et al., 2013) was used to 
identify and classify factors influencing the implementation of the integrated care model. 
Both frameworks are presented below. 
The Rainbow Model of Integrated Care (RMIC) (Valentijn et al., 2015) is a descriptive 
framework which was developed after a systematic review of integrated care literature. 
This framework embodies most concepts in current integrated care literature. The RMIC 
has evolved over time. In 2013, Valentijn et al. described six interlinked dimensions of 
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integrated care, showed how integrated care related to primary care, and highlighted how 
integrated care could be patient-centred and population based. In 2015, Valentijn et al. 
improved the RMIC by operationalising 59 items under the six dimensions of integrated 
care. Figure 2 illustrates the six interlinked dimensions of integrated care.  
1. The clinical dimension of integration refers to clinical care coordination. It is 
defined by 12 items including case management, individual multidisciplinary care 
plans and client participation. 
2. The professional dimension of integration refers to inter-professional coordination 
of services. It is defined by 11 items including shared vision between professionals, 
multidisciplinary guidelines and protocols, and inter-professional governance. 
3.  The organisational dimension of integration refers to inter-organisational 
coordination of services. It is defined by 13 items including location policy, 
managerial leadership and performance management. 
4. The systemic dimension of integration refers to the alignment of rules and policies 
within a system. It is defined by 6 items including good governance, available 
resources and population features. 
5. The functional dimension of integration refers to the coordination of support 
systems. It is defined by 6 items including service management, information 
management and resource management. 
6.  The normative dimension of integration refers to the extent of shared values and 
missions within the system. It is defined by 11 items including linking cultures, 
shared vision and collective attitudes. 
Furthermore, the RMIC proposes four central dimensions of integrated care: i) systemic 
dimension (representing the macro level of the integrated care model) ii) the organisational 
and professional dimensions (representing the meso level of the integrated care model) and 
iii) the clinical dimension (representing the micro dimension of the integrated care model). 
The RMIC also proposes two peripheral dimensions of an integrated care model, the 
functional and normative dimensions, that link the central dimensions. For instance, 
“regular feedback of performance indicators” is an item of the functional dimension of 
integrated care that refers to the assessment of clinical activities (clinical dimension) of 
providers (professional dimension) by managers (organisational dimension) generating data 
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that can be used to shape policy or resource allocation (systemic dimension). This project 
only used the 59 operationalised items of the six dimensions of integrated care for the 
descriptive comparison of the integrated care model in the cases studied.  
 
Figure 2: Illustration of the six interlinked dimensions of integrated care (Valentijn et al., 2015) 
Regarding factors that influenced the implementation of integrated care models, several 
implementation science frameworks were explored, and this study settled on a framework 
that permitted the study of provider factors amongst other groups of factors that influenced 
the implementation of a healthcare innovation. The Multilevel Health Innovations Analysis 
Model (Chaudoir et al., 2013) is an implementation science model positing that five groups 
of factors (structural, organisational, innovation, provider and patient factors) influence the 
implementation of a health innovation such as an integrated care model for older people. 
Figure 3 illustrates the five factors influencing the implementation of the integrated care 
model. 
1. Structural factors are linked to the outer settings such as the socio-economic and 
policy setting in which the innovation is implemented. 
2. Organisational factors are linked to the linked to the organisation where the 
innovation is being implemented such as organisational leadership 
3. Provider factors are linked to the providers implementing the innovation such as 
their willingness to change. 
4. Innovation factors are linked to the innovation being implemented such as its 
complexity 





Figure 3: Factors influencing the implementation of an integrated care model (Chaudoir et al., 2013) 
 
      
  
RESEARCH QUESTIONS AND OBJECTIVES 
 
The purpose of this research is to deepen the understanding of the implementation of 
integrated care models for older people as perceived by providers.  
Factors which influence the implementation of an integrated care model may be enablers or 
barriers, (Ling et al., 2012) . Hence, this research identified “influencing factors” rather 
than enablers and barriers separately.  
 
Research question 1 Objective 1 
How was an integrated care model for older 
people implemented in different contexts 
according to providers? 
To describe and compare the 
implementation of an integrated care model 
for older people in different contexts as 
perceived by providers. 
 
 
Research question 2 Objective 2 
Why was an integrated care model for older 
people implemented in three different 
contexts according to providers? 
To identify and understand factors that 
providers perceived as influencing the 
implementation of their respective integrated 















This Master’s project is embedded in a wider international project, the iCOACH 
(Implementing Community-based models of care for Older Adults with Complex 
Health and social needs) project, carried out by a team of researchers from Toronto, 
Québec and New Zealand (Breton et al., 2017; Sheridan et al., 2017). The iCOACH 
project aims at studying the implementation of integrated care models for older 
people along four perspectives (policymakers, managers, providers and users) in the 
afore mentioned jurisdictions, to identify scaling up strategies. This manuscript 
focuses on the perspectives of providers’ in Québec, regarding the implementation of 
their integrated care models for older people. 
This section will describe how the research was carried out, providing information on 
the tools used for data collection and analysis. Given the multi-jurisdictional nature 
of the iCOACH project, and the ensuing inter-jurisdictional collaborations, this 
section will highlight the roles of team members, and the participation/input of the 
Master’s candidate regarding the master’s research project. The section will be 
presented as follows: a study design, settings and participants, data collection, data 
analysis, and ethics. 
 
Study design 
Qualitative research methods are most suited to studying the experiences of participants 
while including their perspectives on social matters in a given context (Yin, 2015). Holistic 
multiple case study is a qualitative methodological approach that facilitates the in-depth 
study of a situation in multiple units through multiple data sources (Yin, 2003).  
Study settings 
This project studies the perspectives of providers regarding the implementation of an 
integrated care model for older people in three cases in Québec (the Local Health Network 
for Older People), representing three settings: highly urban (C 1), urban (C 2), and semi-
urban (C 3). These cases were not selected to represent wider practices in Québec, but 
rather because they offered insights into implementing models of integrated care in their 
respective contexts. These cases have been previously described in another publication 
(Breton et al., 2017) . Briefly, the three cases differ in terms of population density, 
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geographic settings, and number of healthcare organisations. Table 3 describes some 
characteristics of the different cases.  
 
Table 3: Characteristics of the three cases studied 
Description case 1 case 2 case 3 
Geographical 
setting 
Highly urban area Urban area Semi-urban area (urban 
zones and rural zones) 
Total population 421,342 164,666 41,927 
Surface area 282 km2 325 Km2 5,964 km2 
Population 
density 
1,494 people/km2 466.5 people /km2 7 people /km2 
Historical context  Historical pilot site for a 
project on the integration 





 1 hospital 
 2 local community 
health centers 
 3 public long-term 
care centers 
 1 university teaching 
hospital 
 3 local community 
health centers 
 4 public long-term 
care centers 
 1 hospital 
 1 local community 
health center 




The principal investigator of the Québec invited potential research participants amongst the 
health and social care providers of each of the three cases studied. Potential research 
participants were purposefully selected (Suri, 2011), based on their disciplinary training 
(e.g. physicians, nurses, social workers, occupational therapists) and where they worked in 
the integrated care model for older people (e.g. hospitals, health and social service centres, 
community organisations), to generate an adequate description of each case and identify a 
variety of factors influencing the implementation of the integrated care model for older 
people from different perspectives 
Research participants included various providers (11 social workers, 10 nurses, 3 
physicians, 2 occupational therapists, 1 community organiser, and 1 psychoeducator) who 
had worked for at least three years in their respective integrated care model for older 
people. Only providers who directly delivered care to patients were included in the study. 
Providers with administrative or support clinical roles were excluded from the sample. 




Table 4: Distribution of research participants per case studied. 
 
Providers Case 1 Case 2 Case 3 
Social workers 3  4 4 
Nurses 7 1 2 
Community organiser 1   
Occupational therapists 1 1  
Psycho educator   1 
Physicians  2 1  
Total 14 7 7 
 
Data collection and analysis 
Data collection and data analysis occurred in a reflexive iterative process (Miles, 
Huberman, & Saldaña, 2014; Srivastava & Hopwood, 2009; Yin, 2015). In qualitative 
research, the reflexive iteration is “not as a repetitive mechanical task but as a deeply 
reflexive process, is key to sparking insight and developing meaning. Reflexive iteration is 
at the heart of visiting and revisiting the data and connecting them with emerging insights, 
progressively leading to refined focus and understandings” (Srivastava & Hopwood, 2009, 
p. 77).  
Miles et al. (2014) describe three iterative stages of qualitative data analysis (see figure 4). 
 Data reduction: refers to the transformation of empirically derived qualitative data 
into ordered or simplified forms. This involves noting patterns or themes which 
permits the separation of different sets of data. For instance, coding of interviews 
with a code book. 
 Data display: refers to various ways of organising, summarising or simplifying 
inferences from qualitative data. This enhances data analysis, interpretation and 
drawing out conclusions. For instance, organising initial data inferences on tables. 
 Verifying conclusions: refers to verifying the validity of data interpretations, or 
conclusions. For instance, comparing or contrasting the results with other 






Figure 4: Reflexive iterative stages of qualitative data analysis. From Miles et al. (2014) 
 
Data collection and analysis would be described along the lines of these iterative stages. 
Data collection 
Twenty-eight semi-structured face-to-face interviews, ranging from 40 to 60 minutes, were 
conducted by the researchers between May 2015 and December 2016. Each participant was 
provided with information about the aims, procedures, and ethical aspects of the study. An 
informed consent form was signed by each participant before the interview. Appendix 2 
presents the informed consent form. The Master’s candidate participated in the data 
collection by initially shadowing the experienced researchers, and eventually leading the 
questioning during interviews. Data saturation was deemed to have been achieved when the 
last three interviews added no new information, after which no further providers were 
invited (Fusch & Ness, 2015; Mason, 2010). All interviews were audio recorded and 
transcribed verbatim. 
The iCOACH Québec providers’ interview guide was developed in two phases. The 
iCOACH project had developed a providers’ interview guide based on the Chronic Care 
Model (Bodenheimer et al., 2002). Researchers from the Québec branch of the iCOACH 
project translated that interview guide to French, and collaboratively adapted it to the 
Québec context. The six main themes covered were: 1) Organization of care for older 
people living with complex social and health needs; 2) Links to community resources; 3) 
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Self-management support; 4) Innovation and evidence to support care (also known as 
clinical decision support); 5) Health information systems they used; and 6) Organizational 
approach and culture in the change of care. Appendix 3 presents the Québec providers’ 
interview guide. Piloting indicated that the interview structure and questions were clear and 
suitable for the purposes of the study. Each interview started with an open-ended question 
that encouraged interviewees to talk freely about their experiences, thereby reporting what 
they perceived as being most important. Subsequently, they were prompted with more 
specific questions to help clarify their answers. 
Other data sources included yearly government reports on the monitoring of the 
implementation of the integrated care model for older people. We searched for specific 
information from specialised websites, such as the Statistics Canada website. 
Data analysis 
Qualitative data analysis was done using the NVivo 11 software package (QSR 
International, 2017).  
The iCOACH project developed a providers’ codebook for the Ontario, Québec and New-
Zealand. This codebook was tested on three provider interviews per jurisdiction, and 
several inter-jurisdictional meetings were held to refine the codes of the codebook. The 
objective of the meetings was to develop a common codebook that was compatible with 
data from each jurisdiction, to ensure future inter-jurisdictional comparisons. The Master’s 
candidate was responsible for the Québec providers’ data and participated in the 
development of the providers’ codebook. The final providers’ codebook was reviewed by 
the iCOACH Québec team to ensure that the codes and themes matched the Québec context 
(appendix 4). 
The Master’s candidate and another researcher used the iCOACH providers’ codebook to 
independently code three interviews, after which they met, compared codes for providers’ 
perspectives, and discussed any differences. The coding of the next three interviews 
showed a significant overlap in the coding of both researchers, with an inter-judge 
reliability greater than 80% (Campbell, Quincy, Osserman, & Pedersen, 2013; Finlay, 
2006; Oliver, 2011). Thereafter, the Master’s candidate reduced data by coding the 
remaining interviews. Document analysis (Bowen, 2009) of government websites and 
reports such as the official monitoring of the implementation of the integrated care model 
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for older people (Ministère de la Santé et des Services Sociaux, 2011) was done by the 
Master’s candidate. Then using the iCOACH provider’s codebook, the Master’s candidate 
further reduced the data by doing an extensive and detailed descriptive summary of the 
implementation of the integrated care model for older people according to providers’ 
perspectives. Appendix 5 presents the extensive summary of the three cases. For 
confidentiality reasons, all identifiable information was masked by an X. This document 
was shared with the Ontario and New Zealand teams, and served as the basis of the data 
analysis of the master’s research. 
Regarding the descriptive comparison (Gibbs, 2008; Yin, 2003) of the three Québec cases, 
the Master’s candidate initially used the 59 operationalised items of the Rainbow Model of 
Integrated Care framework (Valentijn et al., 2015) as a template to describe each case 
separately. This consisted of understanding the definition of each of the 59 items of the 
RMIC, and reading through the reduced data (appendix 5) to identify relevant patterns of 
data which fit the definition of the operationalised items. For instance, regarding the item 
“case management”, the Master’s candidate read the definition proposed by the authors of 
the RMIC for “case management” and returned to the extended summary of the cases 
studied (appendix 5) and documentary analysis to identify relevant data on “case 
management” for each case (see appendix 6 for the data display). The Master’s candidate 
frequently returned to the original interviews in NVivo 11 to refine the descriptions and to 
identify relevant quotes. The Master’s candidate presented the summarised description of 
the implementation of the integrated care model (appendix 6) to the iCOACH Québec 
research team. These conclusions were verified during group discussions, where other data 
sources (document analysis) were used to validate the interpretation of providers’ 
perspectives. Basically, the implementation of the integrated care model was compared 
across the three cases item by item (appendix 6). When there was a convergence in the 
descriptions, the item was merged across the three cases; when there was divergence in the 
descriptions, the item was separated according to the three cases and when there was lack 
of information, it was indicated as “not assessed by providers” (see tables 2, 3, 4, 5, 6, and 
7 of the results section). Differences in opinions were discussed and the final descriptive 
comparison of the three cases was reached by consensus. 
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The thematic analysis technique (Gibbs, 2008; Guest et al., 2011) was used for the 
identification and analysis of factors influencing the implementation of the integrated care 
model for older people. This method required inductive analysis of data by interpretation of 
phrases by the researcher in order to find common themes within and across interviews 
(Guest et al., 2011). Guided by the Multilevel Health Innovations Analysis Model of 
Chaudoir et al. (2013), the Master’s candidate developed a codebook of factors influencing 
the implementation of the integrated care model (appendix 7). High level codes were 
selected and operationalised using two implementation science frameworks; the Multilevel 
Health Innovation Analysis Model (Chaudoir et al., 2013) and the Consolidated Framework 
for Implementation Science (Damschroder et al., 2009). The Master’s candidate then read 
through the reduced data (the extensive summary of the cases presented in appendix 5) line 
by line, to identify themes, or implicit and explicit ideas referring to factors that providers 
perceived as influencing (facilitating or hindering) the implementation of the integrated 
care model for older people. The Master’s candidate frequently returned to the original 
interviews in NVivo 11 to refine the themes, identify new themes, and to identify relevant 
quotes. Similar themes were grouped under codes, which were then grouped according to 
the five levels of factors of the multilevel health analysis model of Chaudoir et al (2013). 
Concomitantly, the Master’s candidate interpreted the interview and documentary analysis 
data as having a positive influence (facilitated) or negative influence (hindered) on the 
implementation of the integrated care model (this data is displayed in appendix 8). The 
Master’s candidate presented the providers’ perspectives on the implementation of the 
integrated care model (appendix 8) to the iCOACH Québec research team. The team 
decided to merge the three cases and present the results as facilitators and barriers to the 
implementation of the integrated care model (tables 8, 9, 10, 11 and 12 of the results 
section). Differences in opinions were discussed and the final thematic analysis of the three 
cases was reached by consensus.  
Document analysis permitted a cross verification and contextual interpretation of the 
interview data. This revealed consistencies and inconsistencies across the data sources that 
were discussed during team meetings. Triangulating the interview data with documentary 
analysis data increased the internal validity of the results (Flick, 2004). 
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The quotes used to illustrate the results were translated from French to English for the 
purpose of this manuscript. 
Ethics 
This project was approved by the Research Ethics Committee of Charles-Le Moyne 
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Résumé  
Introduction : Les services intégrés sont mis en œuvre dans plusieurs pays afin d'améliorer 
la qualité, l'efficacité et l'expérience de soins des patients. La compréhension de la façon 
dont les services intégrés sont implantés dans différents contextes peut donner un aperçu de 
quels éléments organisationnels fonctionnent, où, comment et pourquoi ils fonctionnent. 
Cet article vise à analyser comment et pourquoi les soins intégrés pour les personnes âgées 
ont été mis en œuvre dans différents contextes, selon les perspectives des professionnels. 
Théorie et méthodes : Six dimensions de l’intégration pour décrire et comparer les 
modèles de services intégrés, et un cadre conceptuel qui suggère que les facteurs 
structurels, organisationnels, du professionnel, d'innovation et des patients influencent la 
mise en œuvre des modèles d’intégration des services ont été utilisés. Une étude de cas 
multiple a été menée dans trois territoires du Québec sur la base d'une analyse 
documentaire et d'entrevues semi-structurées de 28 professionnels. Des comparaisons 
descriptives et des analyses thématiques ont été réalisées. Résultats : Les professionnels 
considèrent que les facteurs structurels (ex : politique gouvernementale) et les facteurs 
organisationnels (ex : fusions) facilitent ou empêchent la mise en œuvre de certaines 
composantes des modèles de services intégrés. Les facteurs liés aux professionnels, à 
l'innovation et aux patients ont majoritairement facilité la mise en œuvre de l'intégration. 
Conclusion : Les facteurs structuraux et organisationnels étaient des conditions nécessaires 
pour la mise en œuvre des composantes administratives, mais il y avait une grande 
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In many countries, integrated care has been implemented to improve the quality, efficiency 
and patient experience of services. Understanding how integrated care is implemented in 
different settings may give insights into where, how and why different components of the 
organisational design work. The aim of this article is to understand how and why integrated 
care models for older people are implemented in different contexts from the perspective of 
providers. 
 
Theory and methods 
Six interlinked dimensions of integrated care to describe and compare the models; and a 
framework positing that structural, organisational, provider, innovation and patient level 
factors influence the implementation of the integrated care model. A qualitative multiple 
case study was done of three cases in Québec using document analysis and semi-structured 




Providers considered that structural (government policy) and organisational (mergers) 
factors as facilitating and/or hindering the implementation of the integrated care model. 




Structural and organisational factors were necessary conditions for the implementation of 
administrative components of integration, with great variability in the implementation of 
some clinical components. 
 
 



















Healthcare systems in developed countries try to improve the quality, coherence and 
continuum of services to specific vulnerable populations with complex needs, while 
concurrently improving the cost-efficiency of services by implementing community-
based integrated health and social care models [1-3]. Integrated care models are 
organisational health care innovations, characterised by inter-organisational and 
inter-professional cooperation [4], coordination [4] and management of inter-
organisational interdependence [4] in delivering services to patient groups that suffer 
most from the fragmentation of health care systems, such as cancer patients [5], 
people with cognitive disorders [6], or frail older people [7]. In this context, over the 
past two decades several integrated care models for older people have been put in 
place around the world, notably the Program of All-inclusive Care for the Elderly 
(PACE) [8] and Social Health Maintenance Organisation (SHMO) [9] in the United 
States, Coordination for Professional Care for the Elderly (COPA) [10] in France, 
SA Health Plus [11] in Australia, Comprehensive Home Option for Integrated Care 
of the Elderly (CHOICE) [12], and Local Health Networks for Older People 
(LHNOP) [13] in Canada. 
Several studies have demonstrated that the benefits of integrating care for older 
people in research settings include better patient satisfaction, better continuity of 
services, better care coordination, better quality of services, lower cost of services, 
less fragmentation of services, and better interdisciplinary collaborations [14-18]. 
Despite these benefits, however, routine use of integrated care models is far from 
optimal, and there is a big gap between the implementation of experimental projects 
and the implementation of integrated care models in any given territory. As of now, 
there are no consistent guidelines on implementing integrated care models in 
everyday practice [19], and the still-significant gap between research and practice 
reduces the impact of integrated care models in real life settings. This gap may result 
from the complexities of implementing an integrated care model [19].  
Current healthcare literature suggests that implementing an integrated care model 
involves a complex interaction of multiple actors, such as strategic actors 
(policymakers), tactical actors (managers), operational actors (health and social care 
46 
 
providers), and users (patients and caregivers) [20] who may be located in different 
organisations (public organisations, community organisations, and private 
organisations) [20] within a healthcare system. Furthermore, the implementation of 
an integrated care model may be influenced by systemic factors [21] and 
characteristics of the innovation itself [21]. A better understanding of factors that 
influence the implementation of integrated care models for older people with 
complex socio-sanitary needs helps inform policymakers, managers, and providers 
regarding successful implementation, strategies. However, to date the factors that 
influence the implementation of integrated care models for older people have been 
infrequently studied or reported on in integrated care literature. Mackie and Darvil 
[21] systematically reviewed the literature on factors influencing the implementation 
of integrated health and social care models for adults, reporting co-location of staff 
and teamwork, communication, integrated organisations, management support and 
leadership, resources and capacity, national policy, and information technology 
systems as the main enablers [22-27]. They concluded that there was limited 
evidence on factors influencing the implementation of integrated care and that more 
studies were needed to enhance the validity of the available evidence.  
Health and social care providers, as operational actors, play an essential role in 
implementing integrated care as they carry out their day-to-day tasks [20]. They 
deliver care to patients directly and assume important coordination roles. 
Organisational support for the innovation, participants’ attitudes to the innovation, 
and training activities have all been reported as factors that influence the 
implementation of integrated care by providers [28, 29]. The purpose of this study is 
to understand the implementation of integrated care models for older people as 
perceived by providers. Factors that influence the implementation of an innovation 
often have the potential to be either facilitating factors or barriers depending on the 
circumstances [23] (e.g. good leadership/poor leadership). Hence, in this article we 
use the term “influencing factors” rather than either “facilitating factor” or “barrier”.  
This research sets two objectives: 
1. To describe and compare the implementation of an integrated care model for 
older people in three different contexts according to the perspectives of providers,  
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2. To identify and understand factors that providers perceive as influencing the 
implementation of integrated care models for older people. 
 
(2) Theoretical frameworks 
Each objective was addressed by a separate theoretical framework. 
The Rainbow Model of Integrated Care of Valentijn et al [30] is a descriptive 
framework that distinguishes 59 items within six interlinked dimensions of 
integration: clinical integration (referring to clinical care coordination), professional 
integration (inter-professional coordination of services between various providers), 
organisational integration (inter-organisational coordination of services between 
various organisations), systemic integration (alignment of rules and policies within a 
system), functional integration (coordination of support systems) and normative 
integration (the extent of shared values and missions within the integrated system). 
This framework was used as a template to generate a descriptive comparison [31] of 
the integrated care model along the lines of its 59 operationalised items. See figure 1. 
 
Figure 1: Illustration of the six interlinked dimensions of integrated care (Valentijn et al., 2015) 
 
The Multilevel Health Innovations Analysis Model of Chaudoir et al, [32] is an 
implementation science framework that posits that five groups (levels) of factors 
influence (barriers and facilitators) the implementation of an organisational 
innovation. These include structural factors (factors linked to the external setting, 
such as the socio-economic and policy context in which the innovation is 
implemented), organisational factors (factors linked to the organisation where the 
innovation is being implemented such as organisational leadership), provider factors 
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(factors linked to the providers implementing the innovation such as their willingness 
to change), innovation factors (factors linked to the innovation being implemented 
such as its complexity), and patient factors (factors linked to patients involved in the 
innovation, such as their health related beliefs). This framework was used as a 
template to identify five (structural, organisational, provider, innovation, and 
patients) levels of factors perceived as influencing the implementation of the 
integrated care model. See figure 2. 
 
  
Figure 2: Factors influencing the implementation of an integrated care model (Chaudoir et al., 2013) 
 
(3) Context of the study 
Québec is the second most populous province of Canada with a population of about 8 
million people. It has a publicly administered tax-funded health insurance system, 
ensuring universal medical coverage. The ministry of health and social services 
allocates block funding to health institutions such as hospitals and community health 
centres. 
During the organisational reforms of the Québec health system in 2004, 93 Health 
and Social Services Centres were created, through the merger of public organisations 
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(local community health centres, long-term care facilities, and some hospitals). These 
Health and Social Services Centres were mandated by government to promote 
(through formal or informal inter-organisational agreements) the implementation of 
Local Health Networks for specific vulnerable populations on their territories, such 
as older people (e.g. Local Health Networks for Older People), so as to ensure 
accessibility, continuity and quality of care [33]. The nine major components of a 
Local Health Network for Older People are summarized in Appendix 1.  
 
(4) Methodology 
(4.1) Study design 
Qualitative research methods are most suited to studying the experiences of 
participants while including their perspectives on social matters in a given context 
[34]. Holistic multiple case study is a qualitative methodological approach that 
facilitates the in-depth study of a situation in multiple units through multiple data 
sources [31]. This study is part of a wider international project, the iCOACH 
(Implementing Community-based models of care for Older Adults with Complex 
Health and social needs) project, carried out by a team of researchers from Québec, 
Ontario, and New Zealand [35]. This manuscript focuses on the perspectives of 
Québec providers. 
(4.2) Settings and participants 
This project studies the implementation of an integrated care model in three cases in 
Québec, representing three settings: highly urban (C 1), urban (C 2), and semi-urban 
(C 3). These cases were not selected to represent wider practices in Québec, but 
rather because they offered insights into implementing models of integrated care in 
their respective contexts. The three cases differ in terms of population density, 
geographic settings, and number of healthcare organisations. Table 1 describes some 







Table 1: Characteristics of the three cases studied 
 
Description Case 1 Case 2 Case 3 
Geographical 
setting 
Highly urban area Urban area Semi-urban area (urban 
zones and rural zones) 
Total population 421,342 164,666 41,927 
Surface area 282 km2 325 Km2 5,964 km2 
Population 
density 
1,494 people/km2 466.5 people /km2 7 people /km2 
Historical context  Historical pilot site for a 
project on the integration 





 1 hospital 
 2 local community 
health centers 
 3 public long-term 
care centers 
 1 university teaching 
hospital 
 3 local community 
health centers 
 4 public long-term 
care centers 
 1 hospital 
 1 local community 
health center 
 1 public long-term 
care centers 
 
Research participants included various providers (11 social workers, 10 nurses, 3 
physicians, 2 occupational therapists, 1 community organiser, and 1 psychoeducator) 
who had worked for at least three years in their respective Local Health Network for 
Older People (see Appendix 2). Only providers who directly delivered care to 
patients were included in the study; providers with administrative or support clinical 
roles were excluded from the sample. Participants were purposefully selected based 
on their disciplinary training (e.g. physicians, nurses, social workers, occupational 
therapists) and where they worked in the integrated care model (e.g. hospitals, health 
and social service centres, community organisations), to generate an adequate 
description of each case and identify a variety of factors influencing the 
implementation of the integrated care model from different perspectives. 
 
(4.3) Data collection 
Twenty-eight semi-structured face-to-face interviews, ranging from 50 to 60 minutes, 
were conducted by the researchers between May 2015 and December 2016. Each 
participant was provided with information about the aims, procedures, and ethical 
aspects of the study. An informed consent form was signed by each participant 
before the interview. Data saturation was deemed to have been achieved when the 
51 
 
last three interviews added no new information, after which no further providers 
were invited for interview [36]. All interviews were audio recorded and transcribed 
verbatim. 
Researchers from the Québec branch of the iCOACH project collaboratively 
developed a topic list for interviewing providers. The six main themes covered were: 
1) Organization of care for older people living with complex social and health needs; 
2) Links to community resources; 3) Self-management support; 4) Innovation and 
evidence to support care (also known as clinical decision support); 5) Health 
information systems they used; and 6) Organizational approach and culture in the 
change of care. Piloting indicated that the interview structure and questions were 
clear and suitable for the purposes of the study. Each interview started with an open-
ended question that encouraged interviewees to talk freely about their experiences, 
thereby reporting what they perceived as being most important. Subsequently, they 
were prompted with more specific questions to help clarify their answers. 
Other data sources included yearly government reports on the monitoring of Local 
Health Networks for Older People implementation. We searched for specific 
information from specialised websites, such as the Statistics Canada website. 
 
(4.4) Data analysis  
Qualitative data analysis was done using the NVivo 11 software package [37]. The 
Québec research team refined the iCOACH project provider codebook, adapting the 
codes and themes to better match the Québec data. Then two researchers (WP and 
LB) independently coded the first three interviews, after which they met, compared 
codes for providers’ perspectives, and discussed any differences. The coding of the 
next three interviews showed a significant overlap in the coding of both researchers, 
with an inter-judge reliability greater than 80%. Thereafter, one researcher coded the 
remaining interviews [38]. 
For the descriptive comparison [31] of the three cases, WP initially made an 
extensive and detailed descriptive summary of each case. Subsequently, a highly 
synthesized and simplified descriptive summary of each case was prepared, which 
facilitated the comparison of the three cases according to the six dimensions and 59 
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items of the Rainbow Model of Integrated Care [30] descriptive framework (Figure 
1). Next, MB, LB, YC and DG reviewed the detailed and simplified descriptive 
summaries. Differences in opinions were discussed and the final descriptive 
comparison of the three cases was reached by consensus. 
The thematic analysis technique [31, 39, 40] was used for the identification and 
analysis of factors influencing the implementation of the integrated care model. WP 
read through the coded interviews line by line, and identified and interpreted themes 
of factors that providers perceived as positively or negatively influencing the 
implementation of the integrated care model. These themes were grouped according 
to the five levels of factors of the Multilevel Health Innovations Analysis Model of 
Chaudoir et al. [32]. Differences in opinions were discussed with the research team, 
and the final thematic analysis of the three cases was reached by consensus.  
The quotes used to illustrate the results have been translated from French to English 
for the purposes of this article. 
 
(4.5) Ethics 
This study was approved by the Research Ethics Committee of Charles-Le Moyne 





(5.1) How the Local Health Network for Older People was implemented 
Descriptive comparison of the implementation of each of the six dimensions of 
integration are presented in table form under each of the following sections, with 
similar cross-case perspectives in a merged row and differing perspectives in a 
fragmented row. 
 
(5.1.1) The clinical dimension of integration 
Twelve items defined the clinical dimension of integration. Ten items were similarly 
implemented and two items was implemented in different ways (table 2). 
53 
 
All providers reported sharing decision-making with patients and their caregivers, which 
facilitated patients’ participation in decision making activities.  
 
“I tell them [patients] all the time, I'm here for you, to present you the situation, I 
show you what I know about the services, and you make the decisions.” (Nurse C2) 
 
Centrality of client needs, patient education, client satisfaction, continuity, 
interaction between professional and client, individual multidisciplinary care plan 
information provision to clients, service characteristics and self-management items 
were also similarly implemented in the three cases. 
Case management and population needs items differed in the three cases. 
Table 2: Providers’ perspectives on the implementation of the clinical dimension of the Local Health 
Network for Older People 
Component Case 1 Case 2 Case 3 
1) Centrality of client 
needs 
Providers believed they addressed the physical, mental, and social aspects of users’ health as indicated by the 
multidisciplinary evaluation tool. 
2) Case management Only social workers were “case 
managers”. 
Any provider (nurse, social worker, 
occupational therapist) could be a 
“case manager”. 
Social workers or nurses 
could be “main providers”. 
Only nurses are “main providers”. 
3) Patient education Providers believed they educated patients as part of their informed consent and shared decision-making 
activities. 
4) Client satisfaction Providers tried to ensure client satisfaction with the resources available. 
5) Continuity Several mechanisms ensured continuity of care: 1) human mechanisms (liaison nurses, case managers) , 2) 
instrumental mechanisms (health information system, inter-organisational referral forms such as the 
Demande de Services Inter Etablissements). 
6) Interaction between 
professional and client 





Case managers and main providers created multidisciplinary individualised care plans for patients. They 
express the need to reinforce the clinical sense of the multidisciplinary individual care plan. 
8) Information provision 
to clients 
Information was provided to patients as part of informed consent and shared decision-making activities. 
9) Service characteristics Medical, psychological, or social services were provided, depending on the individual patient’s needs and the 
capacity of the Local Health Network. However, patient waiting lists existed for some services. 
10) Client participation Providers reported that they actively engaged patients and caregivers through shared decision-making 
activities. 
11) Population needs Population needs were taken into 
account by providers. For example, 
interpretation services were offered 
for the multicultural population. 
Population needs were taken into 
account by providers. For example, 
some community organisations 
offered relief services for exhausted 
caregivers. 
Population needs were taken 
into account by providers. 
For example, transport 
services were offered for 
patients in rural zones of the 
territory.  
12) Self-management Patients and caregivers were given self-management support by providers. For example, information on local 





(5.1.2) The professional dimension of integration 
 
Eleven items defined the organisational dimension of integration. Nine items were similarly 
implemented and two items was implemented in different ways (table 3). 
All professionals reported using the same government-issued multidisciplinary 
evaluation tool (OEMC, Outil d’Évaluation Multiclientèle), which facilitated the 
transmission of information.  
 
“I evaluated the patient, and then I had a meeting with the case manager where I 
filled my part of the OEMC pertaining to his [patient’s] transfer and all that.” 
(Occupational therapist C2) 
 
Inter-professional education, shared vision between professionals, agreements on 
interdisciplinary collaboration, inter-professional governance, interpersonal 
characteristics, clinical leadership, environmental awareness, value creation for 
professionals and creating interdependence between professionals’ items were 
similarly across the three cases. 















Table 3: Providers’ perspectives on the implementation of the professional dimension of the Local 
Health Network for Older People 
Component Case 1 Case 2 Case 3 
1) Inter-professional 
education 
Inter-professional training using clinical tools, specific training activities in the X pilot project, and 
interdisciplinary meetings for complex cases.

2) Shared vision between 
professionals 
The content of care was decided by multidisciplinary teams through mechanisms such as inter-
professional or inter-organisational team meetings. Content of services varied across the cases.  
3) Agreements on 
interdisciplinary 
collaboration 
No formal agreement on interdisciplinary collaboration was mentioned. 
4) Multidisciplinary 
guidelines and protocols 




Providers were jointly accountable for patients’ health and social care. 
6) Interpersonal 
characteristics 
Equality, trust, and respect between the different partners in a multidisciplinary team 
7) Clinical leadership No provider stood out as a champion in the implementation of this integrated care model. 
8) Environmental 
awareness 
Providers rarely referred to the socio-economic and political climate of their Local Health Network. 
Some worried about the impact of health system reforms on their activities. 
9) Value creation for the 
professional 
Capacity-building through regular interdisciplinary collaborations 
10) Performance 
management 
Performance indicators were 
presented on a monthly basis by 
team leaders 
Performance was measured 
based on the activities of the 
providers, such as the number 
of completed evaluations. 
Performance was measured 





Professionals developed interdisciplinary approaches in care delivery. 
 
 
 (5.1.3) The organisational dimension of integration 
 
Thirteen items define the organisational dimension of integration. Seven items were 
similarly implemented, two items were implemented in different ways and providers did 
not appreciate four items (table 4). 
Value creation for organisation, interest management, population needs as binding 
agent, inter-organisational strategy, managerial leadership, location policy and 
creating interdependence between organisations items were similarly implemented 
across the three cases. 




Providers had little information managerial level items such as the inter-
organisational governance, informal managerial network, performance management 
and competency management. 
 
Table 4: Providers’ perspectives on the implementation of the organisational dimension of the Local 
Health Network for Older People 
Component Case 1 Case 2 Case 3 
1) Value creation for 
organisation 
Partners from the community and private sectors provided complimentary services to the public 
organisations in the Local Health Network. 
2) Inter-organisational 
governance 
Not assessed by providers 
3) Informal managerial 
network 
Not assessed by providers 
4) Interest management Providers generally perceived the organisational climate as favourable to the combined interests of the 
strategic, tactical, and operational levels, though they deplored the frequency and magnitude of changes 
in their Local Health Networks. 
5) Performance 
management 
Not assessed by providers 
6) Population needs as 
binding agent 
Inter-organisational collaboration focused on the needs of the population. 
7) Organisational features Mega-urban Health and Social 
Services Centre characterised by 
high population density, multiple 
organisations, and proximity of 
specialised services. 
Urban Health and Social 
Services Centre characterised 
by moderate population density, 
sufficient number of 
organisations, and proximity of 
specialised services. 
Semi-urban Health and Social 
Services Centre characterised 
by a low population density on 
a large territory, limited number 




The Local Health Network was organised around the Health and Social Services Centre, which arranges 
the sharing of some resources (financial, material and human) with its partners. 
9) Managerial leadership Centralised leadership, with most decisions taken at the ministerial level. 
10) Learning 
organisations 
Collective learning power was 
fostered by the collaboration of 
partner organisations, mostly 
through training activities. 
Collective learning power was 
fostered through research 
projects. 
Collective learning power was 
fostered by the collaboration of 
partner organisations through 
working committees. 








Organisational interdependence occurred through shared responsibility for delivery of care to clients, 








 (5.1.4) The systemic dimension of integration 
Six items defined the organisational dimension of integration. Four items were similarly 
implemented, two items were implemented in different ways and providers did not 
appreciate one item (table 5). 
All providers shared the same socio-economic and political climate marked by 
frequent organisational reforms mainly championed by the government. The semi-
urban case (Case 3) lacked human resources and also had an ageing population that 
was sparsely distributed over a large rural territory.  
 
“Of course, from time to time we also have difficulty recruiting people to provide 
services... it's more difficult, I think, in rural areas.” (Social worker C3) 
 
Social value creation, stakeholder management and environmental climate items 
were similar across the three cases. 
Available resources and population features items differed across the three cases. 
Providers had little information on the good governance item. 
 
Table 5: Providers’ perspectives on the implementation of the systemic dimension of the Local Health 
Network for Older People 
Component Case 1 Case 2 Case 3 
1) Social value creation Providers admitted delivering better services through inter-organisational and inter-professional 
collaborations.  
2) Available resources Providers did not report any major 
lack of resources in this Local 
Health Network. 
Providers did not report any 
major lack of resources in this 
Local Health Network. 
Providers reported lack of 
sufficient human resources.  
3) Population features Substantial immigrant population 
with cultural specificities. 
 Many isolated older people 
with poor social networks 
Many older people dispersed 
over a large territory  
4) Stakeholder 
management 
The Health and Social Services Centre was mandated by government to establish and coordinate links 
with partner organisations of the Local Health Network. 
5) Good governance Not assessed by providers 
6) Environmental climate Providers shared the same socio-economic and political climate marked by marked by successive health 





 (5.1.5) The functional dimension of integration 
Six items define the functional dimension of integration. Four items were similarly 
implemented, one item was implemented in different ways and providers did not appreciate 
one item (table 6). 
Providers reported having multiple computerised information systems that were 
mostly unaligned. 
 
“So they [nurses] have access to my computerized patient notes, [...] while I do not 
have access to the details of their [patient] notes, [...] but given my role as a case 
manager, it's a big barrier.” (Social worker C2) 
 
Human resource management, resource management and service management were 
similar. Support systems and services was not assessed by providers. Only providers 
of case 1 reported regular feedback of performance indicators. 
Table 6: Providers’ perspectives on the implementation of the functional dimension of the Local 
Health Network for Older People 
Component Case 1 Case 2 Case 3 
1) Human resource 
management 
Joint staffing of partner organisations 
2) Information 
management 
Multiple unaligned health information systems at the operational level. 
3) Resource management Various managerial strategies to manage resources creates some instability at the clinical level. 
4) Support systems and 
services 
Not assessed by providers 
5) Service management There is coordinated 24-hour assistance for users and providers, facilitated by a unique telephone number 
and a shared point of access for the Local Health Network. 
6) Regular feedback of 
performance indicators 
Providers were given feedback 
during monthly meetings with 
their managers. 
Aware that managers use data for 
statistics. No systematic feedback 
mechanism. 
Aware that managers use data 
for statistics. No systematic 
feedback mechanism. 
 
 (5.1.6) The normative dimension of integration 
Eleven items define the normative dimension of integration. Six items were similarly 
implemented, and providers did not appreciate five items (table 7). 
Collective attitude, sense of urgency, shared vision, quality features of the informal 
collaboration, linking cultures, transcending domain perceptions, and trust items 
were similarly across the three cases. 
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Reliable behaviour, conflict management, visionary leadership and reputation were 
not assessed by providers. 
 
Table 7: Providers’ perspectives on the implementation of the normative dimension of the Local 
Health Network for Older People 
Component Case 1 Case 2 Case 3 
 1) Collective attitude • Open communication between providers at the operational level 
• Distance between providers and the tactical/strategic level 
2) Sense of urgency Providers did not understand the need for frequent organisational changes. 
3) Reliable behaviour Not assessed by providers 
4) Conflict management Not assessed by providers  
5) Visionary leadership Not assessed by providers 
6) Shared vision The main aim of the Local Health Network was to maintain older people with complex needs at home 
with quality care as long as possible with the resources available. 
7) Quality features of the 
informal collaboration 
 Inter-professional collaborations were mostly satisfactory. 
Managerial-professional collaborations were less satisfactory. 
8) Linking cultures Providers perceived the operational and tactical levels of the Local Health Network as having similar 
values and norms. 
9) Reputation Not assessed by providers 
10) Transcending domain 
perceptions 
Providers do not question the importance of interdisciplinary teamwork, but lack enablers for this type 
of collaboration. 
11) Trust Providers reported that they generally trust their colleagues and managers. 
 
In summary, the descriptive comparison brought forth two main observations. First, 
despite the major reforms carried out by the government at the systemic level of 
integration, there was significant overlap in how the Local Health Network for Older 
People were implemented in the three cases studied. Second, providers were able to 
discuss most items of the clinical, professional and functional dimensions of 
integration adequately, but often had very limited information on items in the 
organisational, systemic, or normative dimensions of integration. Both observations 
suggest that, despite the overall conceptual similarity in the implementation of the 
integrated care model in the three cases studied, providers generally had a limited 
knowledge of normative processes at the managerial and policy level of integration, 




(5.2) Factors which influenced the implementation of the six dimensions of the 
Local Health Network for Older People 
 
(5.2.1) Structural factors 
Most providers reported that government policies and funding support for the Health 
and Social Services Centres greatly facilitated the implementation of the Local 
Health Network for Older People (Table 8). For instance, different laws and policies 
drove the mergers of public health organisations (leading to the creation of the 
Health and Social Services Centres), while at the organisational level government 
policies mandated and empowered the Health and Social Services Centres to create 
partnerships with organisations of their territories to deliver care to older people. 
Government support in the form of budgetary, material and human resource 
allocations to the Health and Social Services Centre facilitated the creation of 
strategic partnerships through mechanisms such as the provision of financial 
subsidies or personnel to partner organizations. Government policies and support 
also aided other components of the Local Health Network for Older People, as in the 
case of the multidisciplinary evaluation tool.  
On the other hand, more than a decade after the creation of Health and Social 
Services Centres, some components, such as case management, that were neither 
clearly defined at the ministerial level nor supported by the government, were poorly 
implemented in two cases. 
 
“The procedures were ... Well, in fact, they still are not clear. Great! You appoint me 
case manager, starting today, here are your pagers, but people are phoning ... my 
role, the procedures are not yet available. So I think that's a major shortcoming….” 
(Social worker C1) 
 
Managers and policymakers regularly used data generated from the evaluation of 
patients with the multidisciplinary evaluation tool. Though most providers did not 
have any feedback on the usage of these statistics, some providers in Cases 1 and 3 
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indicated that their performance was partially measured with this data. This 
motivated them to regularly carry out patient evaluations with the multidisciplinary 
evaluation tool. This pressure to measure the volume of activity has detracted from 
the clinical dimension of the evaluation. 
 
Characteristics of the population, such as the relative proportion of immigrants, also 
influenced Local Health Network for Older People implementation. 
 
“There are different community organizations, but that's because we have a lot of 
cultural communities […] with [different] challenges, because they are often 
communities that want to keep [their patients] at home for very, very, very long. And 




Table 8: Structural factors perceived as influencing the implementation of the Local Health Network 
for Older People 
Factors Facilitator Barrier 
Government policy and 
funding support 
x x 
Managers and policy 
makers use of innovation 
 x x 
Characteristics of the 
population 
  x 
Geographical setting 
(urban zones vs rural 
zones) 




(5.2.2) Organisational factors 
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Most providers are unequivocal concerning the impact of mergers on their daily 
experience in their Local Health Networks (see Table 9). Some providers reported 
negative experiences. 
 
“I think it has deteriorated. I am convinced that it has deteriorated. I started in [X] 
local community health centre when we were a very small team. So, when there was 
shortage of staff, well, we just crossed the corridor to meet the human resources 
manager, she would immediately find a replacement [.....]. We later merged with [Y] 
local community health centre. Well what we noticed, was that, strangely, we didn’t 
know the human resource manager anymore and all of a sudden there was no more 
equipment. Subsequently we merged with [Z] hospital, which was even worse. There, 
if you call in to have a replacement, well, the priority is the emergency room; it is not 
the home care unit so there is no one… no one to replace us. We don’t have 
equipment anymore, we often get calls informing us not to hospitalise patients, as 
there are no beds available in the hospital. So I don’t know, where did they all go 
to?” (Nurse C1) 
 
Specifically, the organisational mergers generated two main barriers: 1) the loss of 
physical proximity between providers and the managerial level, impeding 
transmission of information to the relevant manager, which inevitably resulted in 
neglect of the providers’ needs; 2) in the larger merged organisations, most of the 
human and material resources seemed to be directed towards the acute healthcare 
unit (hospital emergency services) at the expense of the other units. Hence, the large-
scale managerial administrative structure undermines the project's ability to integrate 
services within clinical practice, at least in the short term. 
Meanwhile, the merged organisation (the Health and Social Services Centre) formed 
extensive networks and collaborations with partners. For example, in Case 1 the 
Health and Social Services Centre purchased 162 beds in four private residential 
facilities on its territory. Such networks and collaborations between partner 
organisations in the Local Health Network were perceived as facilitating the 
implementation of the Local Health Network for Older People. 
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Providers shared the vision of maintaining patients at home for as long as possible in 
the best medical state possible. This reflected effective top-down communication of 
the vision held at the strategic and tactical levels of the Local Health Network which 
aimed to control healthcare costs while improving the quality of health services by 
caring for patients with complex needs in their homes. Hence, providers frequently 
reported having to advocate, through formal or informal means, on behalf of their 
patients at different points in the Local Health Network, especially when the patients’ 
clinical states were deteriorating. This shared vision fostered inter-professional 
collaborations. 
Providers reported that shared decision-making with users (patients and caregivers) 
was a central principle that was encouraged by their respective organisations.  
 
“I explain to them what is happening and then I ask them, are there any other 
services you would like? There, I ... I do it very openly. Then, when I they talk about, 
I check if it is possible or not, then I explain to them what is possible or not in 
reality.” (Nurse C2) 
 
This enabled providers to actively engage users in the process of care delivery, 
informing them on their clinical state and services they would need, obtaining their 
consent, elaborating individualized service plans with the users, and providing self-
management support to the client. This process facilitated the education of users and 
enhanced client satisfaction by addressing the needs they felt most strongly about. In 
the long run, providers established a trusting relationship with patients, thereby 
improving patient adhesion to care. 
 
Some providers felt that they did not have much of a say in managerial issues in their 
LHN. 
 
"There is no interest, at present, for management, to seek out the knowledge of senior 
staff [providers]. In the past, during our clinical committee meetings, senior staff 
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were always there to guide the younger ones. We are senior staff, the most… our 
expertise is no longer desired by the clinical committee, by the boss.” (Nurse C3) 
 
In a broader sense, this reflects a lack of provider engagement in the design, 
execution, or monitoring phases of Local Health Network for Older People. This lack 
of engagement may explain why providers had limited knowledge of processes at the 
managerial and policy levels of implementation of their Local Health Network for 
Older People. 
 
Some providers had positive experiences while using health information systems.  
 
“Then in (X) health information system, we are able to see the path our colleague 
would take on a given day. You know, I click on the provider, and then I want to 
know, for example, the nurse in the other area, where, how many patients she has, 
then where she goes, if she goes in the neighbourhood of ... of one of my patients. 
Can she visit one of my patients?” (Nurse C1) 
 
Several providers in Case 1 reported that electronic health information systems 
helped them coordinate care with their colleagues, maintain relational continuity of 
care with the patient, and organise their schedules/caseloads during their group 
meetings. Despite all of these benefits, several barriers were reported, namely, the 
existence of multiple unaligned health information systems, older versions of 
software that were difficult to use, and difficulties in transferring information 










Table 9: Organisational factors perceived as influencing the implementation of the Local Health 
Network for Older People. 
Factors Facilitator Barrier  




Shared vision  x  
Formal or informal 
strategies of 
communication 





providers by managers 






(5.2.3) Provider factors 
Most providers had a positive attitude towards several components of the Local 
Health Network for Older People and were therefore very likely to implement the 
innovation (Table 10). The continuity produced by the integrative model had an 
effect in terms of inter-professional collaboration. 
 
“Interdisciplinarity, it is a plus for the patient [...] And we ... we draw up 
[individualized] care plans. So what makes us ... we ... we have lots of ... software of 
... of ... how do we call it? The evaluation grids, there, we became pros at that, so ... 
we have so much material to be able to assess the situation well, to follow up on all 
this. Therefore, interdisciplinarity is ... it is facilitated by all these work tools.” 
(Social worker C2). 
 
Providers were generally enthusiastic about, and felt empowered by, working 
together in multidisciplinary teams, which was further facilitated by the clinical tools 
provided by the innovation. Sometimes, difficulties in accessing physicians were 
perceived as a barrier to teamwork, but we also noted that physicians generally did 
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not report difficulties in accessing other health professionals. In fact, the physicians 
seemed to appreciate the ready availability of the multidisciplinary teams, especially 
case managers (where they existed), who contributed substantially to maintaining 
continuity between the physician and the multidisciplinary team. Generally, 
providers reported that personal attributes such as openness, agreeability, and 
conscientiousness facilitated group work. All providers seemed to be generally 
satisfied with their team work. 
In all three cases, the case manager function was assumed by providers from 
different disciplines, but with at least a relevant university degree. Providers’ level of 
education became a barrier to the implementation of the case management function 
in Case 3 since there was insufficient qualified personnel in that semi-urban setting. 
Some providers, especially those in the semi-urban setting, perceived their workloads 
as being too high. This may be related to the fact that the semi-urban zone was 
relatively understaffed as compared to the other settings, as providers were not very 
willing to work in semi-urban zones. 
 
Table 10: Provider factors perceived as influencing the implementation of the Local Health Network 
for Older People. 
Factors Facilitator Barrier 





 x x 
Personal attributes x  
Level of education  x 
Workloads   x 
Willingness to work 







(5.2.4) Innovation factors 
Remarkably, the case management role was (maybe too) highly adaptable and 
trialable (Table 11). Adaptability was clear from the fact that in Case 1 only social 
workers were case managers, while in Case 2 all health providers could be case 
managers, and in Case 3 no case managers were deployed, for the reasons previously 
explained. Providers in Case 1 reported that different models of case management 
had been tried over the years. They had started off by having different types of 
providers (social workers, nurses, occupational therapists, etc.) as case managers, 
then switched to assigning a few social workers in the homecare unit as case 
managers, and finally settled on designating all social workers in the home care unit 
as case managers. 
Other components of the innovation, such as the multidisciplinary evaluation tool, 
were perceived as cumbersome. 
 
“I often have social workers calling me from the hospital ‘Mrs. X is in the hospital 
and…. We wanted to check on her level of functional autonomy at home and the 
services she received.’ I sometimes think maybe they don’t have time to check the 
multidisciplinary assessment tool. I have often told them that they can check it on the 
health information system, you know… But it has 19 pages, the multidisciplinary 
assessment tool is not concise.” (Social worker C1)  
 
Other providers reported that it took too much time to complete one multidisciplinary 
evaluation using the tool, even though the government required them to do at least 











Table 11: Innovation factors perceived as influencing the implementation of the Local Health 
Network for Older People. 
Factors Facilitator Barrier 
Adaptability  x   
Trialability x  
Cumbersomeness   x 
Lengthy duration   x 
Complexity  x 
Flexibility of 
provider 
 x  
Applicability x   
 
 
(5.2.5) Patient factors 
Providers reported that patient characteristics also influenced how they carry out 
their duties. 
 
“Because it's for sure that... for me, most people I meet have cognitive disorders. So, 
if I want to have a fair evaluation, I need to talk to the immediate entourage of the 
person.” (Social worker C3) 
 
Providers also noted that, since it is much easier to work with patients and caregivers 
who receive support from their immediate and extended families, in some cases they 
would set up meetings with the patient’s family to discuss the needs of the patient 
and how the family can support the patient and caregiver. A family meeting is a 
strategy to simultaneously address the needs of the patient and to invite the support 
of family members. On the other hand, providers were reluctant to provide care to 
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aggressive patients, especially at their homes, where the provider is in an unfamiliar 
environment. 
Patient satisfaction was a very important factor, which motivated providers to 
involve patients as much as possible in decision-making related to their own care. 
 
“The person… has to be satisfied with the care. But it is certain that one tries as 
much as possible with the person, has decision making. ... But it's really case by 
case.” (Physician C2) 
 
Providers reported being more likely to provide care that was immediately beneficial 
to the patient. 
 
Table 12: Patient factors perceived as influencing the implementation of the Local Health Network for 
Older People. 
 




Family support x  
Patient satisfaction x   
Benefit to patients x   
 
(6) Discussion 
The aims of this multiple case study were to describe and compare the 
implementation of an integrated care model for older people in three different 
contexts and to explore providers’ perspectives on factors influencing the 
implementation of such a model.  
The Rainbow Model of Integrated Care framework [30] facilitated a descriptive 
comparison along six dimensions of the integrated care model for older people as 
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perceived by the providers in the three cases studied (Figure x). The significant 
similarity and overlap in the cases could reflect the mandated top-down nature of the 
innovation, given that the Québec government designed and mandated 
implementation of the innovation in all health networks on its territory. This is in line 
with current literature on the implementation of mandated innovations, which 
suggests that the “mandator” may greatly influence the implementation of an 
innovation [41], although in some cases the local context may shape the 
implementation of an innovation [42].  
The Multilevel Health Innovations Analysis Model of Chaudoir et al. [32] was used 
to identify factors that influenced the implementation of the integrated care model 
(Figure x). Thematic analysis of providers’ experiences revealed several factors they 
perceived as enablers or barriers to the implementation of integrated care models for 
older people (Tables 8 to 12). Most of these factors had been previously reported in 
the literature on implementation of integrated care [19, 21, 23, 43], while some were 
new. It should be noted that, unlike England’s health system, where health care is 
provided by the National Health Service (NHS) and social care is provided by local 
governments, the Québec health system has combined health and social care since its 
inception in 1971. Hence, some factors commonly found in studies, such as co-
location or integrated care trusts [25], intended to integrate health and social care 
organisations, were not salient in this study. 
The single most salient factor that providers perceived to have influenced the 
implementation of their integrated care model was government policy and funding 
support (Table 8). In fact, the three cases shared the same socio-economic and 
political context, marked notably by the merger of several establishments in 2004, 
which created the Health and Social Services Centres and empowered them with 
resources to create Local Health Networks for specific vulnerable populations in 
their territories. This support variably influenced the implementation of the 
integrated care model. For instance, government policy and funding facilitated the 
establishment of inter-organisational linkages and the implementation of 
administrative components of the integrated care model, at the expense of clinical 
71 
 
components, such as the case management function, which government has not made 
a priority to this date.  
Our findings regarding the influence of merging organisations on the implementation 
of the integrated care model concur with those of Demers [44], who pointed out that 
mergers do not automatically lead to integrated practices because they can in fact 
negatively affect clinical practice. Nevertheless, the mergers seemed to create useful 
conditions even from the point of view of providers, for example by creating bridges 
with physicians. It has been reported that involving providers throughout the 
implementation process can facilitate the adoption of innovations [13]. In this study, 
it was observed that providers were not part of the process of implementation, which 
may have contributed to their lack of knowledge of managerial and policy related 
items in the organisational, systemic, and normative dimensions of integration 
(Tables 4, 5, and 7). Several other factors that providers perceived as influencing the 
implementation of integrated care models in the structural, organisational, provider, 
innovation, and patient domains were consistent with those previously reported in 
integrated care literature [21, 43, 45]. Some factors that were not previously reported 
in implementation of integrated care studies included: use of the innovation by 
managers and policymakers, flexibility of the provider, willingness to work in semi-
urban zones, cumbersomeness of the innovation, and lengthy duration of the 
innovation. Furthermore, these factors were consistent with several theoretical 
frameworks on the implementation of healthcare innovations [46-48], which suggests 
that they may influence the implementation of healthcare innovations in general [49], 
not just integrated care models. For instance, Damschroeder et al. [48] included 
adaptability, trialability, and complexity of the innovation in their model.  
Recruiting providers from different units of the integrated care network (e.g. local 
community health centre, hospital, rehabilitation centre) strengthened this study by 
allowing triangulation of different perspectives across the continuum of care for 
older people. Most of the research participants were nurses and social workers, 
which may skew the results of this study towards their perspectives, causing 
information bias. The authors recognise that these findings do not represent the only 
factors influencing the implementation of integrated care. A more complete picture 
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would include the perspectives of other actors of implementation: policymakers, 
managers, and users (patients and caregivers).  
(7) Conclusion 
The results reveal great similarities and moderate differences in the implementation 
of integrated care across the three cases, respectively showing the influence of the 
mandator of the innovation and the local context on the implementation of the 
integrated care model. Structural factors such as government policies and support, 
and organisational factors such as mergers variably influenced the implementation of 
the integrated care model, reflecting the prioritisation of administrative components 
of integration over clinical components. Provider, innovation, and patient factors also 
influenced the implementation of the integrated care model. Stakeholders such as 
policymakers, managers, and providers should be informed concerning factors that 
they can strengthen to improve the implementation of similar integrated care models. 
This study also contributes to the scientific literature by identifying heretofore 
unreported factors that can influence the implementation of health care innovations. 
Hence, the present findings can guide future research on the implementation of 
health care innovations. Finally, it would be interesting to analyse the chronological 
process of implementing integrated care models. 
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Appendix 1: Main components of the Local Health Network for Older People  
Component Description 
1) Joint governing board A board facilitating the concertation of strategic, tactical and 
operational actors of partner organisations of the Local Health 
Network for Older People. 
2) Case management Care coordination by a health or social care provider focused 
on dedicated co-ordination of care services for an older 
person with complex socio-sanitary needs is all units of the 
Local Health Network 
3) A multidisciplinary 
evaluation tool 
A comprehensive evaluation tool used by providers of the 
Local Health Network for Older People to identify the health 
and social needs of the older patient. 
4) An individualised care 
plan 
A comprehensive care plan to respond to the health and social 
needs of the patient. 
5) A health information 
system 
A shared health information system, accessible to all the 
providers working in the different organisations that the 
patient receives care in the Local Health Network. 
6) Common access point  A common and clear access point of entry to the Local Health 
Network for Older People. 
7) A family physician Each older patient with complex socio-sanitary needs should 
be attached to a family physician. 
8) A geriatric team Each older patient with complex socio-sanitary needs should 
have access to a geriatric team. 
9) An administrator 
responsible for the 
integrated care 
organisation  
An administrator responsible for the day to day operations of 
the Local Health Network for Older People. 
 
Appendix 2: Distribution of research participants 
Providers Case 1 Case 2 Case 3 
Social workers 3  4 4 
Nurses 7 1 2 
Community organiser 1   
Occupational therapists 1 1  
Psycho educator   1 
Physicians  2 1  
Total 14 7 7 
 
 
      
  
DISCUSSION 
In this chapter, the results of the study will be discussed and interpreted. The discussion 
will be presented in this order: 1) the theoretical approach¸ 2) the results of the descriptive 
comparison of the integrated care model, 3) the results of factors influencing the 
implementation of the integrated care model, 4) the strengths and limits of the study, and 5) 
the benefits of the project and implications for future research. Where necessary, the results 
of this study will be compared to those of contemporary integrated care and implementation 
science literature bringing out similarities, differences and novelties. 
This study aimed at depicting: i) a descriptive comparison of the implementation of an 
integrated care model for older people in three different contexts as perceived by providers, 
and ii) exploring and understanding providers’ perspectives on factors influencing the 
implementation of their integrated care model for older people.  
 
Theoretical approach 
Implementation of integrated care literature revealed a general lack of consistent theoretical 
frameworks in the analysis of the implementation of integrated care models. This concurs 
with the observation of Mackie and Darvil (2016) who reported having to exclude several 
studies from their systematic review of factors influencing the implementation of integrated 
care models because “information regarding the data collection and analysis is limited, 
which makes it difficult to determine the level of rigour and rule out any bias” (p. 84). 
Some empirical studies (Nolte et al., 2016) did not present any theories, models or 
frameworks for data analysis. Other studies used a health policy analysis framework 
(Poirier et al., 2015) or proposed a customised framework (Maruthappu et al., 2015). The 
theoretical approach for this research would be discussed according to the research 
objectives. 
Pertaining to the first objective (descriptive comparison analysis) of this research, the 
Rainbow Model of Integrated Care (RMIC) is a relatively new descriptive integrated care 
framework which proposed six (clinical, professional, organisational, systemic, functional 
and normative) interlinked dimensions of integrated care (Valentijn, Schepman, Opheij, & 
Bruijnzeels, 2013). The second version of this framework added more depth to the RMIC 
by operationalizing 59 items in the 6 interlinked dimensions of integration (Valentijn et al., 
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2015). This framework facilitated the description and comparison of the implementation of 
six dimensions (tables 2, 3, 4, 5, 6 and 7) of an integrated care model for older people in the 
three cases studied. The RMIC was useful in that each dimension of integration was 
defined by several items, hence providers perspectives could be explored on the 
implementation of different angles of the same dimension of integration. For instance, 
regarding clinical integration, the RMIC permitted the exploration of providers’ 
perspectives on case management, continuity of services, clients’ participation, client 
provider interaction, etc. No published article has previously used the constructs of this 
framework to do a descriptive comparison of the implementation of an integrated care 
model for older people.   
Pertaining to the second objective (thematic analysis) of this research. Several 
implementation science frameworks were reviewed, and the Multilevel Health Analysis 
Model (Chaudoir et al., 2013) was chosen because it was simple to use, and it facilitated the 
study of provider factors in the implementation of an innovation. This framework 
facilitated the analysis of five groups of factors perceived as influencing the 
implementation of the integrated care model (tables 8, 9, 10, 11 and 12). More so, the 
research team was able to add more depth in the analysis by discussing how the factors 
variably influenced (facilitated or hindered) the implementation of the integrated care 
model.  
Descriptive comparison of the implementation of the Local Health Network for Older 
People 
Tables 2, 3, 4, 5, 6 and 7 show the descriptive comparison of the implementation of the 
clinical, professional, organisational, systemic, functional and normative dimensions of 
integration respectively as perceived by providers. The descriptive comparison of each 
dimension of integration would be presented separately, and striking results would be 
discussed. The results of this-section would be summarized at its end.  
 
Clinical dimension of integration  
Twelve items defined the clinical dimension of integration. Ten items were similarly 
implemented and two items was implemented in different ways (table 2). 
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All providers reportedly engaged patients in shared decision-making activities (seeking 
patient’s participation, helping patients explore and compare treatment opinions, or 
considering patient’s values and preferences) which facilitated the education and provision 
of information to patients. This also ensured that the needs patients felt most strongly about 
were taken into consideration hence enhancing their satisfaction. This is in line with the 
“patient-centred” approach of healthcare which emphasises the need to engage patients in 
their care decisions (Ontario Medical Association, 2010). These findings should be 
carefully interpreted because of the risk of “social desirability bias” where research 
participants would likely tell researchers what is socially acceptable (in this case sharing 
decision making with clients) instead of what really happens (Fisher, 1993; Van de Mortel, 
2008). This bias was reduced by probing (asking more specific follow-up questions 
regarding the shared decision making activates the providers reported)(Whiting, 2008). It 
would also be interesting to study the perspectives of patients and caregivers on the client-
provider interactions, and maybe further probe what is contained under the title “shared 
decision making” which could mean different things for providers and patients/caregivers. 
Providers had to show a certain degree of flexibility in their duties. Pertaining to care 
coordination they assumed the functions of case managers or main providers depending on 
local managerial preferences (case 1 and 2), or the availability of resources (case 3). 
Dedicated care coordination is known to improve health care integration and several 
models of case management exist in contemporary literature (Couturier, Gagnon, Belzile, 
& Salles, 2013; Hyduk, 2002). Case managers elaborate individualised multidisciplinary 
care plans for the patient, thus ensuring coordination and continuity of the services 
delivered.  
Providers also reported having to adjust to population needs such as translational services 
for multicultural allophone populations (case 1) or transport services for clients living in 
rural zones (case 3). This shows how local population characteristics and geographical 
characteristics can influence the implementation of an innovation. 
Professional dimension of integration. 
Eleven items defined the professional dimension of integration. Nine items were similarly 
implemented and two items was implemented in different ways (table 3). 
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The same multidisciplinary evaluation tool (OEMC, Outil d’Evaluation Multicientèle) was 
used to evaluate the health and social needs of patients in all three cases studied. This tool 
reportedly facilitated transmission of information; since several professionals used the same 
tool. The government developed the multidisciplinary evaluation tool and mandated its use 
in all Local Health Networks for Older People of Québec. This is an example of how the 
mandator of an innovation can influence its implementation in multiple contexts. 
Multidisciplinary team meetings where all providers are respected and equally shared their 
inputs are known to facilitate the implementation of integrated care (Ouwens, Wollersheim, 
Hermens, Hulscher, & Grol, 2005). Capacity building of individual providers through 
multidisciplinary collaborations, eventually leading to interdisciplinary approaches in care 
delivery has been previously reported in integrated care literature (Vreeland, 2007). 
Providers reported joint accountability for the patient’s needs, which is in line with the 
“population approach” of healthcare that underlines joint accountability of all actors in the 
delivery of care to patients (Couturier et al., 2016). Although providers regularly 
collaborated, they were not aware of any formal inter-disciplinary agreements. Maybe such 
items would be better appreciated by managers, and it raises the question of providers 
knowledge of governance level items. This study also corroborates the findings of Poirier et 
al. (2015) who noted the absence of a champion in the implementation of the Local Health 
Network for Older People in Québec. 
Inter-professional education and performance management are known enablers to the 
implementation of healthcare innovations (Reeves et al., 2013; Walker, Damanpour, & 
Devece, 2010). Three different models of performance management were implemented in 
the cases studied. Focused inter-professional education of providers from public, private 
and community health organisations was only implemented in case 1. Local context factors 
such as managerial preferences or availability of resources may have influenced the choices 
of performance management strategies or inter-professional education strategies. 
Organisational dimension of integration  
Thirteen items define the organisational dimension of integration. Seven items were 
similarly implemented, two items were implemented in different ways and providers did 
not appreciate four items (table 4). 
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The most striking part of the organisational dimension is what providers did not report. 
Little information was reported on the following items: i) inter-organisational governance, 
ii) informal managerial networks, iii) organisational performance management, or iv) 
competency management. Basically, providers displayed knowledge gaps of managerial 
and governance level items. This raises the question of the lack of engagement of 
providers, or the disinterest of providers in the implementation process of the integrated 
care model. On the other hand, it should be noted that the analysis framework was different 
from the codebook for data extraction; and no specific questions were asked on these items. 
But then, semi-structured interviews gave room for providers to voice out what they felt 
most strongly about, and they did not particularly mention these items. Managerial 
perspective may shed more light on these items. 
Health and Social Services Centres were at the centre of inter-organisational collaborations. 
These collaborations were centred around the needs of the patient. Partner organisations 
generally offered complementary services which led to the interdependence of partners in 
the delivery of care. Health and social services were integrated at the inception of Québec’s 
health system as opposed to England’s health system where the National Health Services 
delivers health care and local municipalities are responsible for social services, hence co-
location (Challis, Stewart, Donnelly, Weiner, & Hughes, 2006) which is reported as a 
major facilitator of healthcare integration in England’s health system is not a major obstacle 
for the Québec integrated care model. None the less, strategies such as mergers, sharing of 
personnel and financial incentives were put in place to foster inter-professional and inter-
organisational collaborations.  
Each of the three cases had a different local context, with case 1 (the mega-urban site) 
having a high population density, multiple providers and multiple health service units, 
while the semi-urban site had urban and rural areas, low population density and few 
specialised health services. This local context influenced the implementation of this model, 
for instance providers had to travel long distances to deliver care to patients in the semi-
urban case. Organisational learning also differed in the three cases. Historically the 
PRISMA project (Hébert et al., 2009) was carried out in the urban case, hence the 
organisational climate was favourable for the implementation of the integrated care model, 
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with organisational learning fostered by research projects. In the other cases, inter-
organisational training activities and working committees fostered organisational learning. 
Systemic dimension of integration  
Six items defined the systemic dimension of integration. Four items were similarly 
implemented, two items were implemented in different ways and providers did not 
appreciate one item (table 5). 
The three cases shared the same socio-political and economic climate which was marked by 
successive health reforms and managerial instability. This could impact sensemaking of 
information from the strategic level to the tactical and clinical levels (Denis et al., 2009). 
Health and Social Service Centres coordinated services with partner organisations in this 
model, and providers perceived this as increasing the social value by improving services 
delivered to clients.  
Availability of resources and population features are known to influence the 
implementation of healthcare innovations (Damschroder et al., 2009), and they differed in 
the three cases studied. The good governance item was not appreciated by providers, which 
as mentioned above raises the question of their knowledge of administrative level items. 
Functional dimension of integration 
Six items define the functional dimension of integration. Four items were similarly 
implemented, one item was implemented in different ways and providers did not appreciate 
one item (table 6). 
All three cases implemented some sort of health information technologies. These 
information technologies facilitated inter-professional and inter-organisational 
collaborations. On the other hand, these technologies were mostly unaligned hence 
sometimes hindering inter-professional communication. It would be important to dig in and 
understand the full dynamics of health information technologies in integrated care models. 
Multidisciplinary teams usually consisted of staff from different organisations (for instance 
a case manager and nurse from the homecare unit working with a personal support worker 
from a community organisation) delivering care to the patient. Providers and users 
(patients/caregivers) had access to 24 hours assistance through a unique telephone number 




Feeding back performance indicators have been reported as motivating providers and 
facilitating the implementation of an innovation (Ouwens et al., 2005). 
Normative dimension of integration  
Eleven items define the normative dimension of integration. Six items were similarly 
implemented, and providers did not appreciate five items (table 7). 
Little information was provided on these five items i) reliable behaviour, ii) conflict 
management, iii) visionary leadership, iv) reputation and v) transcending domain 
perceptions. These are mainly managerial and governance level items, which as was 
previously mentioned raises the question of providers engagement in the implementation 
process of the integrated care model. 
The frequent organisational changes were confusing to providers, and this probably led to 
difficult communication between the operational and tactical/strategic level. Nonetheless, 
providers understood and shared the ministerial vision to maintain older people with 
complex needs at home for as long as possible with the available resources. This may be 
because the providers were aware of the general context in which the integrated care model 
was being implemented. 
Section summary 
Summarily, there was a great similarity and overlap in the implementation of various items 
of the six dimensions of integration amongst the three cases studied. This finding may 
reflect the “mandated” or “top-down” nature of the innovation, where the government of 
Québec designed and mandated the implementation of the integrated care model in all local 
health networks of its territory. This is in line with contemporary literature on the 
implementation of mandated innovations, where the “mandator” may greatly influence the 
implementation of an innovation (Marcus, 1988). On the other hand, the implementation of 
some items differed across the cases (e.g. case management). Contemporary literature 
suggests that elements of the local context (availability of resources, organisational culture 
or the willingness to adopt new practices by local actors) may significantly shape the 
implementation of innovations (Helfrich, Savitz, Swiger, & Weiner, 2007).  
Finally, little information was reported on some items of the; organisational, systemic, 
functional and normative dimensions of integration. This indicated that providers generally 
lacked knowledge of policy, managerial and governance level items of integration, which 
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may indicate a lack of engagement or disengagement of providers at the designing, 
implementation, and monitoring phases of the innovation. Implementation science literature 
(Damschroder et al., 2009; Greenhalgh, Robert, Macfarlane, et al., 2004) suggests early 
engagement of providers throughout the implementation process facilitates the successful 
implementation of an innovation.  
Factors influencing the implementation of the integrated care model 
Tables 8, 9, 10, 11 and 12 present the structural, organisational, provider, innovation and 
patient factors, perceived as influencing the implementation of the integrated care model.  
Each group of factors would be presented separately. A summary of the section would be 
presented at the end. 
Structural factors 
The single most salient factor providers perceived as influencing the implementation of 
their integrated health model was government policy and funding support (table 8). In fact, 
the three cases shared the same socio-economic and political context, marked notably by 
the merger of several organisations in 2004, which created the Health and Social Services 
Centre, and empowered them with resources to create Local Health Networks for specific 
vulnerable populations in their territories. This support variably influenced the 
implementation of the integrated care model. For instance, government policy and funding 
facilitated the establishment of inter-organisational links and the implementation of mainly 
administrative components of the Local Health Network that government prioritised, at the 
expense of clinical components, such as the case management function, that government 
did not prioritise. Other studies concur that providers are more likely to implement 
innovations that are used by their managers (El-Jardali, Lavis, Ataya, & Jamal, 2012), 
characteristics of the population may enhance or impede the use of innovations (Lunn et al., 
2011) and geographical zones such as rural zones are less attractive to providers (Mullei et 
al., 2010). 
Organisational factors 
The findings on the influence of merging organisations (table 9) on the implementation of 
integrated care model concur with those of a study (Demers, 2013) which pointed out that 
mergers do not automatically lead to integrated practices because they can negatively alter 
the clinical sense of their action. Nevertheless, mergers are still an essential condition of 
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integration because they can create links with other providers such as physicians or may 
facilitate administrative and budgetary streamlining. Studies concur that having an 
elaborate network and collaborations would facilitate the implementation of integrated care 
models (Estrada & Verran, 2007). Other organisational factors such as shared vision (Chan, 
Hsu, Lubomski, & Marsteller, 2011), formal or informal communication strategies 
(Cummings, Hutchinson, Scott, Norton, & Estabrooks, 2010; Haug, Shopshire, Tajima, 
Gruber, & Guydish, 2008), shared decision making (El-Jardali et al., 2012), engagement of 
providers (Estrada & Verran, 2007)  and health information systems (Cummings et al., 
2010) are consistently known as enablers to the implementation of health care innovations. 
Provider factors 
Implementation science literature suggests that providers would likely implement 
innovations they have a positive attitude to (Stichler, Fields, Kim, & Brown, 2011). But 
then integrated care models are generally complex innovations consisting of multiple 
components (e.g. case management, multidisciplinary evaluation tools, health information 
system etc.). It is expected that providers may have positive attitudes to some components 
of the innovation and negative attitudes to others and this complexifies the implementation 
analysis of multi-component innovations such as integrated care models (table 10). 
Working in multidisciplinary teams is regularly perceived as creating interdependence and 
empowerment of providers, and which may lead to stronger inter-organisational links 
(Estrada & Verran, 2007; Ouwens et al., 2005). The multidisciplinary approach entails 
complex inter-professional dynamics, such as clarifying the roles of team members, and it 
is reported to be difficult to realise in practice (Janssen, Snoeren, Van Regenmortel, & 
Abma, 2015). Hence it would be important to further study the mechanisms and strategies 
that facilitate multidisciplinary team work in integrated care models. 
Studies reveal the educational level of providers (Kauth et al., 2010) as a barrier to the 
implementation of health care innovations, and this is reflected in this study where non-
university educated providers could not be case managers which negatively influenced the 
implementation of the case management role in case 3. Finally personal attributes, 
workloads and willingness to work in semi-urban zones are factors commonly reported in 
implementation science literature (Kauth et al., 2010; Mullei et al., 2010). For instance, 




Providers are more likely to implement innovations they perceive as simple and applicable 
(table 11). Meanwhile some innovation factors such as its adaptability, triability and 
cumbersomeness which influence the implementation of an innovation were previously 
reported by Damschroder et al. (2009). Innovations which are perceived as adaptable, 
triable and less cumbersome are more likely implemented (Damschroder et al., 2009; de 
Vos et al., 2010). Some components of this innovation such as the multidisciplinary 
evaluation tool were perceived as time consuming hence hindering its implementation. 
Overall providers have to show a certain level of flexibility in the implementation of the 
innovation. 
Patient factors 
Patient factors are likely to mildly or moderately influence the implementation of this 
innovation (table 12). This concurs with implementation science literature (Chaudoir et al., 
2013; Fringer et al., 2014). Nonetheless, providers would likely implement an innovation 
that is perceived as beneficial to a patient. In the case of community based primary health 
care programs, it is way easier to implement when the patient has adequate family support. 
Section summary 
Structural, organisational, provider, innovation and patient factors variably facilitated 
or hindered the implementation of integrated care model. Most of these factors 
(complexity of innovation, government support, etc.) were previously reported in 
implementation of integrated care literature (Ling et al., 2012; Mackie & Darvill, 
2016; Maruthappu et al., 2015; Robertson, 2011). These factors were consistent with 
several implementation science theories, models and frameworks (Chaudoir et al., 
2013; Damschroder et al., 2009; Greenhalgh, Robert, Macfarlane, et al., 2004; 
Rogers, 2003), which suggests that they may influence the implementation of health 
care innovations in general and not merely integrated care networks. 
Validity of results: 
Qualitative studies are usually subject to questions on the validity of the results 
(Flick, 2004; Yin, 2015). Some validity criteria included in this study are 
triangulating information sources (interviews and document analysis), detailed 
description of research method, provision of data analysis forms and consistency of 
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results with established theories (our results were consistent with implementation 
science theories). Other validity criteria not included in this manuscript include; 
debriefing of research participants (we did not debrief the participants), and co-
coding (only 3/26 interviews were co-coded).  
Strengths and limitations of the study 
Multiple data sources are the main strength of this study. This permitted triangulation of 
information sources and perspectives in the continuum of care for older people (Flick, 
2004). These triangulations enhanced the internal validity of the study. 
 Triangulation of data sources between providers perspectives and documentary 
analysis. 
 Triangulation of perspectives of different types of providers; nurses, social workers, 
physicians, occupational therapist, community worker and psycho educator. 
Furthermore, these providers often worked in different units, for instance, the 
perspectives of nurses working in hospitals differed from those of nurses working 
in local community health centres. 
The main limitation of this study pertains to absence of perspectives of other 
implementation actors such as policy makers, managers and patients. This would have 
given a more complete picture of the implementation of the innovation. Other limitations 
include: 
 Most of the research participants were nurses and social workers, which may skew 
the results of this study towards their perspectives causing an information bias. 
 A recall bias may exist given that the 2004 organisational reforms occurred a 
decade ago. 
 Other ongoing health system reforms occurring in Québec (such as the 2015 health 
reforms) may confound the findings of this study. 
 The author noticed that some items of the Rainbow Model of Integrated Care did 
not very relevant under the dimensions of integrated care. They were not excluded 
from the study because the iCOACH Québec team is currently doing an evaluation 
of the comprehensiveness and usefulness of the said integrated care model. 
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 Including another qualitative method such as non-participant observation of the 
activities of providers would have enhanced the internal validity of the research. 
 Finally, no debriefing or member-checking of participants was done (Cohen & 
Crabtree, 2008). This would have enhanced the internal validity of the project by 
ensuring that our data interpretation really represented the views of the participants. 
.  
Benefits and future implications 
This study deepened the understanding of the implementation of integrated care networks 
by revealing how multiple factors can influence the implementation of the innovation. 
Some factors identified (managers usage of the innovation, flexibility of provider, 
cumbersomeness of the innovation, and long duration of the innovation) were not 
previously reported in integrated care literature. 
In the future, it will be interesting to study the chronologic implementation of different 
components of an integrated care model. For instance, some components like the 
multidisciplinary evaluation tool are best implemented after the implementation of a health 
information system which serves as a digital support for the tool. It will also be interesting 
to explore the full impact of each factor, for instance merging organisations positively and 
negatively influences different aspects, components and dimensions of the integrated care 
model. It will also be interesting to evaluate the effects (outcomes) of the 2004 health 




      
  
CONCLUSION 
This study shows how the implementation of an innovation is shaped by the mandator and 
the local context. It also reveals how structural and organisational factors variably 
influenced (facilitated or hindered) the implementation of an integrated care model, with a 
prioritisation of administrative components of integration at the expense of more clinical 
components. Stakeholders such as policymakers, managers and providers would be 
informed on factors which they could reinforce to improve the implementation of similar 
integrated care models. This study also contributes to the scientific literature by identifying 
some unreported factors which can influence the implementation of health care innovations, 
hence the present findings can guide future research on the implementation of health care 
innovations. Finally, it will be interesting to analyse the chronologic process of 
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Appendix 1: Comparison of constructs of the RainbowModel of Integrated Care and the 
Outil de suivi de l’implantation des composantes du réseau de services intégrés Personnes 
âgées (OSIRSIPA) 
Rainbow Model of Integrated Care constructs Outil de suivi de l’implantation des composantes du 
réseau de services intégrés Personnes âgées 
(OSIRSIPA) constructs 
Clinical integration Un mécanisme de coordination 
1) Centrality of client needs Durant l’année, les partenaires suivants ont participé à 
des activités formelles de coordination ou de 
concertation en vue de : 
2) Case management 
3) Patient education 
4) Client satisfaction 
5) Continuity  Modalités d'évaluation du RSIPA 
6) Interaction between professional and client Des modalités pour évaluer le fonctionnement du RSIPA 
sont-elles en place ? 
7) Individual multidisciplinary care plan Durant l’année, des résultats d’évaluation ont-ils été 
présentés : 
8) Information provision to clients Liens cliniques tactiques stratégiques 
9) Service characteristics Les gestionnaires des équipes qui donnent des services 
(publics, communautaires et privés) dans le cadre du 
RSIPA   disposent-ils d’un processus formel servant à 
soutenir les prises de décisions stratégiques au sein du 
RLS ? 
10) Client participation  Les intervenants du RLS impliqués dans les équipes qui 
donnent des services dans le cadre  du RSIPA disposent-
ils d’un processus formel servant à recommander des 
ajustements organisationnels qui faciliteraient la 
coordination clinique au sein du RLS ? 
11) Population needs 
12) Self-management 
Professional integration Une personne responsable 
13) Inter-professional education La coordination de l’ensemble du RSIPA est-elle sous la 
responsabilité spécifique d’une personne ? 
14) Shared vision between professionals Les spécificités de la personne responsable   
15) Agreements on interdisciplinary collaboration Quelle est la position hiérarchique de cette personne ? 
16) Multidisciplinary guidelines and protocols La fonction de coordination du RSIPA est-elle attribuée 
à cette personne de façon permanente ou temporaire ? 
17) Inter-professional governance D’après sa description de tâches, lesquelles, parmi ces 
fonctions, sont attribuées à cette personne ? 
18) Interpersonal characteristics 
19) Clinical leadership 
20) Environmental awareness Un mécanisme d’accès au RSIPA 
21) Value creation for the professional Existe-t-il un guichet d'accès (GA) utilisé par le RSIPA ? 
22) Performance management Les fonctions du GA 
23) Creating interdependence between professionals Identifier les fonctions du GA qui sont en place 
actuellement : 
Organisational integration Est-ce que des moyens sont en place pour informer les 
acteurs concernés du fonctionnement du guichet d'accès 
RSIPA dans chacun des services suivants : 
24) Value creation for organisation Les intervenants du GA 
25) Inter-organisational governance Un profil de compétence concernant spécifiquement le 
ou les intervenant(s) du guichet d'accès, est-il établi dans 
le RLS ? 
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26) Informal managerial network Décrire les compétences qui sont spécifiques à 
l’intervenant ou aux intervenants œuvrant au guichet 
d'accès. 
27) Interest management Cocher, parmi les suivants, les programmes et les outils 
qui sont disponibles au sein du RLS afin de soutenir le 
personnel du GA dans l’exercice de ses fonctions : 
28) Performance management Pour les nouveaux usagers du RSIPA, comment se 
répartit la provenance des références faites au GA 
pendant l'année en cours ? 
29) Population needs as binding agent Le guichet d'accès est-il abordé de façon spécifique dans 
le plan de communication en vigueur dans le RLS ? 
30) Organisational features Quel(s) public(s)-cible(s) les informations portant sur le 
GA visent-elles parmi les suivants ? 
31) Inter-organisational strategy Le CSSS a-t-il établi des modalités afin que le GA 
permette de : 
32) Managerial leadership Quels sont les milieux (cliniques, communautaires ou de 
vie) dans le RLS, où il y a des activités de repérage 
(opportunité ou systématique) de la perte d'autonomie ou 
du risque de perte d'autonomie auprès de la clientèle 
âgée et avec quels outils ? 
33) Learning organisations Les outils de repérage 
34) Location policy Existe-t-il un cadre de référence ou un protocole 
d'utilisation pour tous les outils de repérage utilisés et 
adaptés pour chacun des milieux (clinique, 
communautaire ou de vie) où sont utilisés des outils de 
repérage ? 
35) Competency management Existe-il une procédure formelle et commune pour le 
suivi des cas repérés positifs dans votre RLS ? 
36) Creating interdependence between organisations Lorsque d'autres outils que le PRISMA-7 et ISAR sont 
utilisés, ces outils ont-ils tous fait l'objet d'une validation 
statistique démontrant leur efficacité pour repérer la 
perte d'autonomie ou le risque de perte d'autonomie 
auprès de la clientèle âgée de 65 ans et plus ? 
System integration La gestion de cas (GC) 
37) Social value creation  Y a-t-il, dans le RLS, des intervenants qui occupent la 
fonction de gestionnaire de cas (GC) ? 
38) Available resources Combien d'intervenants (en ETC) ont des fonctions de 
gestionnaire de cas et combien d'usagers de 65 ans et 
plus suivis en gestion de cas durant l'année de référence, 
selon le modèle privilégié de gestion des cas du RLS ? 
39) Population features Existe-t-il au moins une liste de remplacement 
spécifique à la gestion de cas dans le RLS ? 
40) Stakeholder management Pourcentage de personnes âgées de 65 ans et plus suivies 
en gestion de cas durant l'année de référence. 
41) Good governance  Le nombre de dossiers que peut suivre un GC est ajusté 
selon : 
42) Environmental climate Les fonctions du GC sont-elles établies de façon 
formelle au sein du RLS ? 
Functional integration Parmi les suivantes, quelles sont les fonctions 
actuellement attribuées au gestionnaire de cas ? 
43) Human resource management Quelles sont les formations de base des intervenants qui 
occupent la fonction de gestionnaire de cas ? 
44) Information management Un profil de compétence (ou aptitudes) concernant 
spécifiquement les GC est-il établi dans le RLS ? 
45) Resource management Formation et soutien au GC 
46) Support systems and services Quelle proportion des intervenants qui occupent la 
fonction de GC a reçu une formation de base spécifique 
à la fonction de GC, que ce soit avant ou à la suite de 
leur arrivée en fonction ? 
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47) Service management Le RLS dispose-t-il d’un système d’encadrement des 
nouveaux intervenants qui occupent la fonction de 
gestionnaire de cas durant les premiers mois de leur 
arrivée en fonction ? 
48) Regular feedback of performance indicators Quelle proportion des intervenants qui occupent la 
fonction de gestion de cas bénéficie depuis leur arrivée 
en fonction comme gestionnaire de cas, d'une formation 
visant spécifiquement à perfectionner les aspects 
suivants : 
Normative integration Accès à la gestion de cas 
 49) Collective attitude Les critères pour l’inscription aux services de gestion de 
cas et pour la cessation de ces services sont-ils définis au 
sein du RLS ? 
50) Sense of urgency Ces critères sont-ils diffusés à l’ensemble des partenaires 
du RLS ? 
51) Reliable behaviour Un système d’évaluation des besoins (OÉMC) 
52) Conflict management Outil d'évaluation de l'autonomie (OÉMC) 
53) Visionary leadership  Dans le RLS, l’évaluation globale des personnes qui 
présentent une perte d’autonomie est-elle réalisée 
exclusivement avec l’OÉMC dans les milieux suivants ?       
54) Shared vision Dans les milieux suivants du RLS, est-ce que la 
classification des besoins est exclusivement réalisée avec 
les profils ISO-SMAF ? 
55) Quality features of the informal collaboration Parmi les usagers du RSIPA, quelle est la proportion 
pour laquelle il y a eu une évaluation ou une 
réévaluation à partir de l’OÉMC durant l’année de 
référence (du 1er avril au 31 mars de chaque année) ?    
56) Linking cultures Existe-t-il un plan de formation pour les intervenants du 
RSIPA appélés à compléter ou à consulter l’OÉMC? 
57) Reputation  Est-ce que le statut (formé ou non formé) de chaque 
intervenant du RSIPA est connu ? 
58) Transcending domain perceptions Les intervenants impliqués dans le RSIPA qui n'ont pas 
été formés sont-ils autorisés à compléter l'OÉMC ? 
59) Trust A-t-on, dans le RLS, mis en place un mécanisme de 
suivi de la qualité pour la complétion de l’OÉMC : 
 Quelle(s) forme(s) prend ce mécanisme de suivi ? 
 Un système de communication (partage de 
l’information clinique) 
 Certaines informations cliniques sont-elles partagées par 
voie électronique dans le RLS ? 
 De quelle nature sont les informations partagées par voie 
électronique ? 
 Est-il prévu que pour un usager du RSIPA, l’information 
cliniquement nécessaire le concernant soit 
systématiquement transmise à son médecin de famille : 
 Lorsqu’un usager du RSIPA a un GC, est-il prévu que 
l’information cliniquement nécessaire concernant cet 
usager soit systématiquement transmise à son GC : 
 Plan d'interventions (PI) et Plan de services 
individualisé (PSI) 
 Parmi les usagers du RSIPA, quelle proportion a un PI 
qui a été complété (ou mis à jour) durant l’année de 
référence ?  
 Parmi les usagers qui ont un gestionnaire de cas, quelle 
proportion a un PSI qui a été complété (ou mis à jour) 
durant l’année de référence ?  
 Un plan de formation est-il mis en place afin de 




 Appréciation de la qualité des PSI 
 Au moins une démarche formelle d’appréciation de la 
qualité des PSI est-elle en vigueur dans le RLS ? 
 Quelle(s) forme(s) prend cette appréciation ? 
 Une équipe de gériatrie (psychogériatrie et autres 
services spécialisés) 
  Existe-t-il, dans le RLS, des ententes ou des 
mécanismes formels encadrant le soutien d'une expertise 
gériatrique : 
 Le médecin de famille 
 Lorsqu’un gestionnaire de cas (GC) est assigné à un 
usager, le médecin de famille de cet usager obtient-il 
systématiquement les coordonnées du GC ? 
 Dans le cadre des activités cliniques du RSIPA, des 
modalités (ou procédures) de communication entre le 
médecin de famille et l’équipe de soins et services, et 
incluant le GC, ont-elles été établies avec les médecins 
de famille pratiquant dans les milieux suivants : 
 Dans le cadre des activités cliniques du RSIPA, des 
modalités de collaboration entre le médecin de famille et 
l’équipe de soins et services, incluant le GC, ont-elles été 
établies avec les médecins de famille pratiquant dans les 
milieux suivants : 
 Les médecins de famille sont-il systématiquement 
sollicités à contribuer à l’élaboration des PSI ? 
 Les médecins de famille sont-ils systématiquement 















































Appendix 4: iCOACH providers’ codebook 
 
Category Parent Code Description 
1. Patients and caregivers Health care provider attitudes, behaviours, and perspectives regarding the characteristics of specific patient and 
caregiver groups. 
 1.1 Patient Complexity Specific reference to addressing needs of patients who have multiple conditions that influence their health care and 
the nature of their self-management, and may include non-medical issues such as social isolation, poverty, and 
addictions. 
 1.1.1 Mental Health References to the ways in which issues related to mental health interact with and influence the everyday actions of 
patients, including interactions with health and social care 
 1.1.2 Patient context Refers to features of the social, economic, and geographic environment that influences the complexity of patients’ 
needs and their use of health services. 
1.2 Focus on caregivers Refers to any activities or beliefs expressed by participants related to taking an explicit focus on the needs or well-
being of caregivers and family members of patients/clients 
 1.2.1 Caregiver 
stress 
Reference to the stress that caregivers feel as a result of caring informally for someone in their social networks. 
May be referred to as “caregiver burden” or “caregiver burnout”  
  1.3.1 Financial 
status 
Refers to the financial or economic stability of a patient and/or caregiver, including references to individuals who 
are financially secure and those who are financially insecure.  
  1.3.2 Language Refers to the language(s) spoken by patients as it relates to their health and wellbeing, or accessing services related 
to their health and wellbeing.  
  1.3.3 Culture and 
ethnicity 
Refers to features of the cultural or ethnic background of patients and/or caregivers as relates to perceptions of 
wellbeing and preferences related to health and social care. [Note: these concepts may be separated out at a later 
phase of analysis]  
 1.3 Focus on community health Refers to activities or beliefs expressed by participants related to supporting the well-being of the community 
2. Care delivery The models or activities through which health and social care are delivered, including implications for what, how, 
and why care is delivered in particular ways. 
 2.1 Patient and family Engagement Refers to the active incorporation of patient and family perspectives and feedback into the processes and practices 
that define health care delivery in the organization.  
2.2 Patient-centered care Refers to any activities or beliefs expressed by participants related to taking an explicit focus on the needs or well-
being of individual patients 
 2.2.1 Controlling 
patient costs 
Refers to efforts on behalf of health care providers to control or reduce the amount of money spent by patients in 
the course of managing their chronic conditions or other complex needs. 
 2.2.2 Advocacy Refers to efforts on behalf of health care providers to advocate for the needs of their clients, regardless of what 
those needs might be.  
 2.2.3 Cultural 
sensitivity 
Refers to efforts on behalf of health care providers to understand and incorporate the cultural nuances of patients 
and families into their care plans and care delivery strategies.  
2.3 Self-management support Activities that encourage and/or support active self-management of chronic conditions by patients or caregivers  
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 2.3.1 Goal-setting Activities related specifically to setting goals with or for patients related to their care and management of their 
chronic conditions  
2.4 Patient education Activities of health and social care providers related to the sharing of information and/or structured education 
approaches to teaching patients or caregivers about chronic conditions and their management  
2.5 Information technology Relates to the access, use, and interoperability of the IT platform used to collect and share data related to care 
delivery processes and outcomes. 
2.6 Role Reference to roles of registered and unregistered health professionals, overlaps, gaps between roles, 
complementarity of roles, conflict between roles (as opposed to relationships and conflicts between individual 
persons). This code is to be used to describe the role of the provider in relation to others. References to specific role 
of the interviewee (i.e., what kind of provider, clarify scope) should be captured in attributes [“categories” in 
NVIVO]. 
2.7 Provider values and ideals  References to providers’ perceptions of their values or “ideal” concepts of patients and care delivery. These 
perceptions may be stated, implied or inferred, including personal and professional values that are related to the 
delivery of care 
 2.7.1 Provider values Providers’ perceptions of their values as stated, implied or inferred, including personal and professional values that 
are related to the delivery of care 
 2.7.2 Provider ideals Providers’ stated perceptions of the ideal way of accomplishing something, either of delivering care or (in relation 
to patients) of self-managing a condition.  
2.8 Care Coordination Refers to activities of individuals or processes in place to support the successful transfer of patient care between 
organizational units or care settings (e.g., transitions from hospital to community care). May also include references 
to referral and follow-up processes.  
 
[Note: instances that appear to reflect “relationships” should be coded here, and the “relationships” concept will be 
further developed at later stages of analysis] 
 2.8.1 Inter-
professional care 
Refers to instances where more than one professional discipline interacts in the process of delivering care to a 
client – can be as part of a team or just general collaboration. 
 2.8.2 Interpersonal 
connection 
Refers to elements of interpersonal interaction potentially associated with ongoing relationships that are implicated 
in the delivery of care and care coordination over time. 
 2.8.3 Information 
sharing 




Refers to strategies and practices of communication between health care providers, or between providers and 
patients, in the course of coordinating and delivering care. 
2.9 Co-location Reference to the delivery of services in the same location.  
2.10 Point of entry into health care 
 
Any reference to when patients access care. E.g. when a patient is referred (or self-referred) into a program for the 
first time.  
2.11 Programs Any reference to defined programs that are run by the organization in relation to specific elements of patient care 
(e.g. diabetes education programs, walking programs, caregiver support groups). This code is used to help map care 
delivery. 
2.12 Leadership style and practice Refers to distinct thoughts and actions related to leading other individuals in the process of organizational activities, 
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  including (but not limited to) effort to support integrated care. May also include perceptions of the quality of that 
leadership to support the implementation process.  
  2.12.1 Front-line 
leadership 
Refers to leadership practices and beliefs expressed by health care providers as they interact with patients, other 
care providers, or managers/senior leaders in the course of their everyday work 
  2.12.2 
Organizational 
management 
Refers to leadership practices and beliefs expressed by managers or executive leaders at the organization as they 
coordinate the activities of their teams and interact with others. 
 2.13 Challenges in care delivery References to challenges encountered by health and social care providers that interfere with the delivery of care in 
the best possible way.  
  2.13.1 Time 
pressure 
Perceived time pressure limiting care options or limiting care provided, generally felt by providers. 
 2.14 Status Quo Reference to stasis or the maintenance of current ways of practicing and organizing within the organization and 
process of care delivery. 
3. Organization Health and social care providers’ perceptions of features of the organization and their implications for integrated 
health and social care.  
 3.1 Organizational change 
 
Refers to the ways in which the organizational structure, design, or function change over time (in terms of the 
practices of leaders and health care providers). This may or may not relate to the implementation process of 
achieving integrated care. 
 3.3. Human and material resources Relates to the availability and quality of the human, physical, time and financial resources needed to deliver the 
intervention.  
Child nodes may include: time, health human resources (HHR), funding (including the concept of pay equity) 
  3.3.1 Time Refers to the time that health and social care providers have to put toward providing the best possible care to their 
patients 
  3.3.2 Funding Refers to the funding of services or programs and implications for the quality of care provided 
 
 
 3.3.3 Health 
human resources 
Refers to the people involved in the delivery of health and social care, and whether the appropriate amount, or skill 
mix of providers is available.  
  3.3.4 Equipment Any equipment required during the course of care delivery including Medical/nursing equipment and supplies 
  3.3.5 Training Training offered to health care providers in order to enhance skills and knowledge for the improved delivery of 
patient care 
 3.4 Quality management and 
improvement 
References to quality management or improvement processes employed at organization or provider level.  
  3.4.1 Performance 
measurement 
Refers to the use of targets, benchmarks, or indicators, such as standardized clinical outcome measures, to evaluate 
the quality of care delivery. 
  3.4.2 Evidence-
based practice 
Refers to the application of principles of evidence-based practice, the active incorporation of evidence into practice, 
and/or other strategies to ensure providers use research evidence in practice.  
  3.4.3 Formal 
methods of quality 
improvement 
Refers to the application of structured methods of quality improvement, such as PDSA cycles or sentinel event 
reviews. 
 3.5 Organization culture Refers to participants’ perceptions and opinions of the settings in which they work, including the material 
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environment (e.g., desk space) and social environment (e.g., opportunity for input, job satisfaction). Can include 
references to staff morale within case study organization, and staff turnover rates.  
  3.5.1 
Organization 
values 
Organization values, stated, implied or inferred; whether these align with personal and professional values and with 
patient values 
  3.5.2 
Organizational 
vision 
Any reference to future vision of the organization or network and/or strategic planning activities intended to move 
the organization or network towards that vision. E.g. retreats to drive strategy across the organization. 
  3.5.3 Job 
satisfaction 
Refers to the extent to which participants are satisfied and happy with their work situation. 
  3.5.4 Staff 
commitment 
Refers to the actions and expressions of staff regarding their “buy-in”, involvement, and willingness to engage in 
organizational activities, including (but not limited to) efforts to support integrated care 
 3.6 Organization design Relates to the design of the organization along lines of function, performance, or “business units”, such that certain 
programs are grouped together into organizational units. These units then relate to one another via the structured 
arrangements of the organizational chart. 
 3.7 Inter-organizational linkages This relates to the quality and frequency of interactions between organisations, which could occur across sectors 
(i.e. acute to primary to social care). May also reference how the linkage effects care delivery, learning, the spread 
of the ideas, and the adaption of process to suit the local context. Linkages range from informal to formal and full 
partnerships. 
  3.7.1 
Interpersonal 
connection 
Refers to the interpersonal interaction or relationship between individuals that enables a successful inter-
organizational linkage.  
 3.8 Organizational reputation Refers to the strategies and considerations of members of the organization focused on protecting or enhancing the 
organization’s reputation as a care delivery organization.  
 3.9 Whanau Ora Whanau Ora refers to formal policy and funding streams in the New Zealand context based upon the Maori concept 
of “family health” or “extended family health”  
4. Macro-level environment  Contextual and environmental issues external to the organization that are viewed by health care providers as 
being related to their practice and/or the delivery of care. 
 4.1 External organizational context 
 
Refers to circumstances external to the individual or organization that influence the course of care. This code 
excludes the structure of the health system that is embedded in politics/policy code.  
  4.1.1 Risks to the 
organization 
Refers to any perceived risks in the external environment to the sustainability or performance of the organization  
 4.2 External politics  Refers to the ways in which the political situations in which the organization is embedded influence the 
opportunities, challenges faced by the organization, and the functions it is able to perform. 
 4.3 External policies  Refers to policies that exist beyond the organizational boundaries that act upon the organization to shape its 
activity, including policies relating to the structure of the health system. External policies may also include treaties 




Attributes:   
1. Type of provider/role (MD, RN, NP, etc…) 
2. Organization/case (name case where they are affiliated) 
3. Type of organization they are primarily employed (family practice, home/community care setting, hospital) 





Appendix 5: Extensive summary of Quebec providers’ perspectives along the 
lines of the providers’ code book. (Data reduction) 
 
PROVIDERS’ PERSPECTIVES 
 Highly urban Local Health Network for older people (CASE 1): Page 2 
 Urban Local Health Network for older people (CASE 2): page 37 

























Provider’s summary: Highly urban Local Health Network. (CASE 1) 
Context:  
 
The highly urban local health network covers the same territory as the former CSSS X. It is 
composed of one hospital, two CLSC, three long-term care facilities as well as several 
community resources. We have a portrait of this LHN through the perspectives of these 
providers: 
Provider Function/Location 
MCi001 Social worker; homecare (Alzheimer project) 
MCi002 Nurse; home care 
MCi003 Community organiser; (CLSC X) 
MCi004 Nurse; geriatric unit (X Hospital) 
MCi005 Nurse; home care 
MCi006 Nurse; Liaison (X Hospital) 
MCi007 Nurse; Rehabilitation (X Rehabilitation Center) 
MCi008 Nurse; home care/AEO 
MCi009 Social worker; palliative care (homecare) 
MCi010 Nurse; network partnerships (CLSC X)  
MCi011 Social worker; case manager (homecare) 
MCi012 Occupational therapists; homecare/AEO 
MCi013 Physician, Geriatrician 
MCi014 Physician, GP 
 
1. Patients and caregivers 
1.1. Patient complexity 
1.1.1. Mental health 
- When faced with a patient with mental health or cognitive disorders, the health and 
social care providers would discuss their goals and objectives of care with a surrogate 
such as the caregivers or the personnel of the residence. These surrogates are involved 
in the care process and the providers believe that they should be informed of the 
objectives as well. 
- The CLSC can provide caregivers to seniors in palliative care or who have been 
diagnosed with Alzheimer`s disease.  
o It is difficult to find caregivers for patients who have cognitive disorders which 
are not classified as Alzheimer’s disease due to budgetary constraints of the 
CLSC. 
- It is important that providers build confidence relationships with their clients, especially 
those with cognitive disorders who may feel threatened by strange visitors. 
1.1.2. Patient context 
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- Some isolated patients may have some characteristics that makes it difficult for them to 
conveniently access the health system. This may be due to visual disorders, cognitive 
disorders, illiteracy amongst others. In such a case the health care provider may act on 
behalf of the patient, such as booking appointments for them. 
- Providers have to make do with very informed patients (especially those without 
cognitive disorders), who enter the health system with certain expectations in terms of 
type and quality of care they receive.  
o Sometimes it is complicated to communicate with such patients who may take 
irrational or sometimes emotional decisions. 
1.2. Focus on caregivers 
1.2.1. Caregiver stress 
- Caregiver’s exhaustion and stress is known and taken seriously in this local health 
network.  
o Providers can refer stressed caregivers to a social worker of the homecare unit 
of the CLSC or to the Day hospital at Centre X.  
- There are some community organisations which particularly address the issue of 
caregiver stress; X and X.  
o They organise workshops etc aiming at reinforcing the motivations of the 
caregiver by reemphasising their special role in the life of the dependent patient. 
o Some community organisations may offer temporary replacement for the 
exhausted caregiver. 
1.2.2. Financial status 
- Most services for seniors are offered by the community health and social service 
centers. Sometimes when there is shortage in the given service e.g. public long-term 
care facilities which are free (CHSLD), the provider would refer the patient to a private 
residency, where the patient would generally have to contribute financially for his care. 
There are less and less services offered by the CSSS and this is a source of concern for 
families which can’t afford the financial contributions for the services offered by 
private organisations. 
- Some older persons have the financial means for private services. Their only concern is 
in terms of the quality of these private services. They would be reassured if these 
private services could be monitored for quality purposes. 
- Older persons who use private health services are encouraged to request for tax breaks. 
- «Cheque emploie-service»: This is a service offered by the CSSS whereby a caregiver 
is paid a certain sum of money for services offered to a patient with complex needs who 
is on home care. This person may be a family member, or some external person who 
comes in to relieve the family member who is exhausted. 
1.2.3. Language 
- The multiethnic area of X could have been a very challenging place to work due to 
communication barriers, but three factors have contributed to this not happening; 
o The family members of the patients generally speak English or French, and they 
readily translate for the health care providers, 
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o Some health care providers actually speak the languages of some immigrants, 
which facilitates the communication 
o Translation services are readily available in the CSSS for situations where they 
are needed (the respondent says she has used it just twice in 7 years) 
1.2.4. Culture and ethnicity 
- In this local health network, the X area is known for its multi-ethnic population, 
consisting mainly of X, X, X, X, X etc. 
- The main challenge for providers is that they do not often seek health care in the public 
sector (it is not clear if they seek for community resources). It is challenging to organise 
care for them since they have a tendency of staying longer at home. 
- Providers have to adapt to the ethnic behaviours of their patients and their preferences 
o For instance, some cultures do not like relocating older adults to nursing homes, 
but then they (the patient’s family) are not able to provide the full support 
needed by the older person in their homes. This is true for the X and the X. 
o Some groups like X try to organise themselves in the community to provide 
services for their elderly, while the other groups like the X and X try to organise 
themselves to a lesser extent .  
- Care of the patients are not based on their ethnic origins, though some providers who 
come from certain ethnic groups may want to work in those communities. 
1.3. Focus on community Health 
N/A 
 
 Lots of resources seem to be put in place for the management of patients with 
cognitive disorders. Is this at the expense of patients who do not have cognitive 
disorders? 
 The plight of caregivers is recognised in this LHN, with public and private 
resources mobilised to relieve them. 
 Would affirmative action “positive discrimination” by employing healthcare 
personnel from minority ethnic groups enhance their participation in the health 
system?  
o Could language and cultural barriers be addressed by providers from 
minority groups? 
2. Care delivery 
2.1. Patient and family engagement 
- All providers working in the different health establishments (homecare, hospital, 
rehabilitation, long-term care etc.) report involving patients in their care decisions. 
- Patients are regularly involved in their care plans, but in cases such as mental health 
disorders their surrogates (caregivers or the residence) are involved in the 
elaboration of care plans. See 1.1.1 
- Patient participation is usually centered on making choices and consenting (even 
verbally) to different activities of their care plan. 
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- Sometimes multidisciplinary team meetings are held at the home of the patient, 
where the inputs of the family and the patients are welcomed. 
- Patients also make choices on services they can receive from the CLSC or 
community organisations.  
o Actually providers try to orientate users to pamphlets or websites of 
community resources thus giving them the freedom to choose which 
services they want.  
o Providers try to abstain from making the case for one community resource 
against the other, thus giving the user the autonomy to make a personal 
choice. 
 The autonomy of the patient is respected in this LHN.  
 Patients are generally involved in their care plans and they have the opportunity to 
choose the community resources which they want and which they can afford. 
2.2. Patient centered care 
- The needs of the individual patient are usually at the center of care plans and 
decisions. Patient centered care takes place in three phases 
o Evaluation: whenever providers meet the patient, they evaluate their 
individual needs (new or old needs) 
o Elaboration of a plan: in collaboration with the patient/family, the provider 
elaborates a plan to meet these needs  
o Execution of the plan 
 Providers handle the problems that they can solve (e.g. cleaning a 
wound) 
 Refer to another provider (e.g. referral to an occupational therapist 
for adaptation of the bath tub) 
 Inform the patients of community resources that they can use ( e.g. 
meals on wheels) 
2.2.1. Controlling patient costs 
N/A 
2.2.2. Advocacy 
- Providers regularly advocate on behalf of their patients. We have the example of the 
homecare nurse who called the hospital to request for a re-evaluation of her patient 
who, though recently discharged, was not functionally autonomous at home. Or 
another example of a homecare nurse calling the homecare reception to update them 
on the worsening condition of her patient, and also requesting for a reprioritisation 
of his position on the waiting list for pending services. 
- The level of engagement of providers also varied, depending on the capacity of the 
patient.  
o For instance, the provider would readily call community organisations on 
behalf of a patient with advanced cognitive disorders 
o The provider would prefer autonomous patients to contact the community 
organisations by themselves. In fact the contact information of community 
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organisations would be given to autonomous patients, and it is left on them 
to contact these organisations. 
2.2.3. Cultural sensitivity 
N/A 
2.3. Self-management support 
2.3.1. Goal setting 
- The rehabilitation center regularly discusses/set goals with the patient in the 
process of care delivery. Some of these goals are related to their level of functional 
autonomy, especially for those living alone. Such as the ability to cook alone, etc.   
o These goals are not set immediately on admission. Actually they begin 
discussing them after having identified all the problems of the patient. Then 
they have a discussion with the patient concerning his goals/objectives. 
 
 Goal setting is clearly used in rehabilitation centers as a means to set the 
expectations of the patient and to motivate their participation in the rehabilitation 
process. The other providers did not specifically talk of goal setting in their 
engagements with users. 
 
2.4. Patient education 
Providers report sharing information with patients during their home visits. Generally share 
information regarding the patients health needs and community resources. No formal 
educational strategies were identified.  
2.5. Information technology 
- Information systems: All the providers of the CLSC use the i-CLSC except for nurses 
who use SIMO ????. 
- SIC-PLUS is a software that all providers (social workers, physio therapists, 
occupational therapists) of the CLSC use for their notes except for nurses who use 
SIMO. 
- There is a huge communication barrier between the three different information systems 
of the CLSC.  
o In fact the nurse has to open another program to access the notes of the other 
providers of the CLSC and vice versa. This is an obstacle to 
communication/integration between providers of the CLSC. 
- RSIPA information system used in the emergency unit of the hospital (but not used in 
the geriatrics unit). 
- DSQ is the hospital information system used by the pharmacy. 
- OEMC software: software used to fill in the multidisciplinary evaluation of clients. It is 
not very user friendly, it does not communicate with SIMO, and thus nurses using it 
can’t copy and paste their notes from the OEMC to SIMO. 
- The geriatrician and family physician both advocate for better health information 






- Homecare nurse requests are paper based. They are received by the reception of the 
CLSC, which then transfer them to the reception of the homecare unit.  
o These requests generally contain the address of the patient, their diagnosis, their 
current treatment and the nursing care needed. 
o The homecare reception distributes these requests in “pigeon holes” depending 
on the address of the patient; three sectors A, B or C. 
o Homecare nurses who cover a given sector would go to the pigeon hole and 
retrieve the requests in their sector.  
o The above process could have been more effective if it was computerised. 
- By 8:30 in the morning, home care nurses review messages left by patients on their 
answering machines (office phones). Patients have that number to call them if they have 
any pressing problems. 
o They may alter their home visits schedule of the day depending on the urgency 
of the problem. 
- Homecare nurses have pagers.  
o A patient may call the CLSC reception for pressing needs. The CLSC reception 
would alert the nurse responsible for that patient by pager 
- All homecare nurses have a laptop which they take to the patient’s house during their 
visits. 
o They make digital nursing notes during the home visit. 
o They can copy and paste the nursing notes onto the transfer form of the patient 
before printing them, thus, their transfer forms are really detailed. Nurses view 
this as a positive time saving innovation. 
o The downside is that the transfer forms are still paper based. Thus they have to 
fax them to the family physician or other providers. 
- The SIMO is a very appreciated program, because it 
o Facilitates the organisation of the health and social information of the patient. 
o Ensures continuity of care. As a respondent says; 
  The nurse who replaces her when she is on vacation just needs to check 
on her previous notes to know all the necessary information on the 
patient. 
 When she visits colleague’s patient, she just has to go through the SIMO 
notes to get necessary information on the patient. 
o Permits coordination of services: 
 All home care nurses can see the itinerary of their colleagues on SIMO. 
Thus a colleague who is scheduled to visit a certain address may also 
check on another colleague’s patient who is living nearby. 
o Permits organisation of services:  
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 All home care nurses can see the case loads of their colleagues on 
SIMO. Thus during their weekly meetings, they would be able to 
identify nurses who have heavy caseloads and redistribute their charges 
within the group. 
- All the other providers of the homecare unit (CLSC???) i.e. social workers, 
occupational therapists etc) have access to the nursing notes on SIMO. Even the doctors 
of the X CLSC have access to the nursing notes on SIMO. 
o The nurses think that it is a great thing that doctors of X CLSC have access to 
their notes. But then other doctors of the territory who work in private clinics do 
not have access to these notes. 
- The emergency unit of the hospital does not have access to the homecare nurses notes 
on SIMO. 
o They can have access to the OEMC of the nurses through the RSIPA platform. 
o The OEMC is a very long evaluation of the patient (about 19 pages), thus most 
of ten, the hospital staff would prefer calling the home care nurse for 
information on the patient instead of reading the OEMC. 
- Workers from agencies who work with the home care nurses do not have access to 
SIMO, thus they make paper based notes on the patient. These notes are kept in the 
archives of the CLSC.  
- The referral form between the homecare to the patient’s physician is not computerised. 
It is faxed to the clinic of the physician. 
Homecare social workers: Case managers 
- All have laptops which they use at the patients house to access their work softwares. 
- They can read the notes on SIMO. But they think that there is not much communication 
between the social care workers and the nurses. 
o It is unfortunate that the information systems SIC-PLUS and SIMO do not 
communicate. 
Palliative care: social workers 
- They all have work laptops 
- They have access to SIC-PLUS and SIMO. 
- They don’t have access to the hospital information system.  
- They all have pagers. 
Alzheimer project 
- The Alzheimer project is on i-CLSC.  
- All the activities of the X project are computerised, except for the final report which is 
paper-based. Two main problems related to the paper based final report. 
o The project communicates with the patients main provider ``Intervenant pivot`` 
through paper reports. 
o  The project communicates with clinic personnel (including physicians) by 
faxing copies of their report.  
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- The other providers of the CLSC can access the activities of the X project online 
through the i-CLSC. 
- The project personnel find it difficult to communicate with other organisations due to 
the difference in their information systems. 
AEO 
- After evaluation of a patient, the AEO nurse would either 
o Make a report in the SIMO if the patient needs to be referred for further nursing 
care 
o OR make a paper report if the patient needs care from another provider such as 
social care etc. This is because the other providers can’t access the SIMO 




- Patients on case management are tagged 799 on i-CLSC. A message indicating that the 
patient is on case management would automatically pop up when the patient is admitted 
in the hospital’s emergency unit. 
- There is a RSIPA tag at the emergency unit. Thus a social worker can easily have 
information on a patient who is followed up in the CLSC, and they also have access to 
the contact information of the main providers of the patient (case manager or 
intervenant pivot) 
Geriatrics unit 
- Nurse of this unit don’t have access to i-CLSC. 
o They can call social workers on the “7th floor of the hospital” who have access 
to i-CLSC, and would be able to give them information on the services that the 
patient is receiving at home. The information is read out to the nurse of the 
geriatric unit because the social worker of the hospital is not allowed to print a 
copy of the i-CLSC notes and send to the geriatric unit. 
o Or they could just call the CLSC directly (the CLSC is closed during the week-
end). 
- Admitted patients basically have paper based progress reports. And their final reports 
too are paper based. 
- When a patient is discharged, his hospitalisation report is paper based. 
o It is given to his family to transfer to his family physician 
o For patients living in private residencies, it is given to the driver who comes for 
them. 
o Thus sometimes this report is misplaced and family physicians complain that 




- When a patient is transferred to the CLSC (discharged from the hospital) the liaison 
nurse is in charge of transferring his report to the providers of the CLSC. 
o His hospitalisation report may be faxed in, sent by LOTUS system or by email 
to the reception of the CLSC, which then forwards it to the homecare nurse 
responsible for the patient. 
Liaison services 
- A liaison nurse is in charge of transferring the hospitalisation report of the discharged 
patient to establishments where they would be transferred. 
o This is done through a tool called the DSIE (“Demande de services inter 
etablisssements”) 
o All the notes of the liaison nurse are computerised in the hospitals information 
system. But since the hospitals information system does not communicate with 
that of the CLSC, the DSIE is sent by email to the reception of the CLSC which 
then transfers it to the homecare unit’s reception, which then transfers it to the 
nurse in charge of the patient. 
- Liaison between the hospital and clinics/pharmacy 
o A DSIE is faxed to the physician’s fax number or to the pharmacy’s fax number. 




- They use paper based patient files. It is less known if they have a computerised 
information system for their internal activities. 
Long-term care facilities 
- They used paper based patient files.  
- The nurses here don’t have access to SIMO. 
 
 DESI is different from a hospitalisation report 
 Computerising the patients file has potential benefits such as ensuring the 
continuity and coordination of care. But these establishments each have multiple 
information systems which do not communicate with each other. This is a hindrance 
in the circulation of information and an obstacle of integration and 
multidisciplinary work. 
 Are there any laws or norms on the usage/protection of clinical information 
systems? 






The role of providers in the local health network depends of their basic training, the 
establishments that they work in, and their functions in the establishment. 
- The concept of “Intervenant pivot” (a clinical nurse) and Case manager (a social 
worker) are kind of confusing in this case study.  
o They both have coordination roles  




- A home care patient has different providers who take care of different needs. Eg nurses, 
occupational therapists, physio therapists, social workers etc. 
- All social workers of the homecare unit are case managers 
o Case managers follow the progress of their patients across establishment lines 
(between the CLSC to the hospital etc) 
o They offer psycho-social interventions for their patients when needed, or they 
may be solicited for the psyco-social evaluations of the needs of other patients.  
o They coordinate the services that he patient received from the CSSS or from the 
community organisations such as home hygiene, wheel chairs etc. 
o They coordinate multidisciplinary meetings on the needs of the patient. 
o  The role of case managers have not been clearly defined in this LHN (this is a 
major complaint) 
- Role of homecare nurses 
o They take care of a diverse patient group. These can be age related loss of 
functional autonomy, surgery post-op patients or oncology. Sometimes they care 
for children too. 
 In cases of long term onco-palliative care, another team, the palliative 
care team, is in charge of the care of the patient. 
o Clinical nurses (“infirmières cliniciennes”) are main providers “Intervenant 
pivot” when they are involved in a complex case. Actually they have mixed 
caseloads, consisting of complex and simple cases. 
 Previously, some nurses had ONLY complex cases, where they were 
case managers. Recent organisational changes have attributed case 
management exclusively to social workers. Hence the complex patients 
were distributed to clinical nurses, who assume the role of main 
providers. 
 Nurses have a case load of about 40 to 50 patients. Clinical nurses may 
be pivots in about 80% of their caseloads. 
 They do the multidisciplinary evaluation (OEMC) of their clients, they 
verify the services offered by the CLSC and community organisations. 
The number of visits depend on the needs of the individual patient, some 
may have daily, weekly or monthly visits. 
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 They coordinate care across multidisciplinary teams: they do references 
for consultations with other providers depending on the patients’ needs 
(e.g. would refer for a social care worker, or for an occupational 
therapist). These references are sent directly to the coordinator of each 
program (nursing, social care, occupational therapy, physio therapy, 
nutrition etc.) who follows suit. 
 They coordinate the activities of nursing and social services 
auxiliaries, ASSS (“Auxillaires de santé et des services sociaux”): the 
main function of the ASSS is hygiene at the home of the patient. They 
may also administer drugs or other patient care related activities when 
they are trained by the supervising clinical nurse. 
 The clinical nurses would train nursing assistants from the agency 
(ASSS) in patient care according to the individual needs of the patient.  
o The homecare team has two permanent nursing assistants. 
 They have administrative and coordination roles: moderation of the 
weekly meetings of the homecare nurses, preparation of the schedules of 
nurses (all three sectors) 
 They serve as clinical supports for the homecare nurses: if the home care 
nurse is facing difficulties at the patients home e.g. from a patients 
home, a homecare nurse would call the nursing assistant  to verify the 
side effects of a drug she does not recognise (they has access to the 
CLSC information system). 
AEO 
- AEO (Acceuil, Evaluation, and Orientation) is a program in the homecare unit of the 
CLSC.  
- It is composed of a multi-disciplinary team (nurse, social worker , occupational 
therapist etc) 
- The role of the members of these team are the rapid initial evaluation of the needs of 
patients at their homes.  
o Then they may request for additional services from the CLSC 
o Or Information on community organisations which may address their needs may 
be given to the patient. 
o Or refer the patient for a more profound evaluation from another provider or 
from another establishment (such as the day hospital) 
Network Partner Team (équipe partenariat réseau) 
- The CSSS rents a certain number of beds in private residencies (intermediate or long-
term care facilities). The CSSS actually rents (bought???) 162 beds in 4 different 
establishments since the space in public long-term care facilities are full. 
- This team ensures the quality of services for the patients who are using the public 
funded beds of private residencies. 
o If any incident happens to any patient on those beds (death, fall etc) they call a 
member of this team.¸ 
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o This team assures the quality of services offered to the patient are ok by 
regularly monitoring their patient files, their environment, and leisure time... 
They even meet the patient and family members to get their feedback on the 
services offered in the establishments where they are lodged. They receive the 
complaints of the patients and follow suit. 
o They are responsible for the clinical coordination of patient related activities in 
the 4 private residencies. 
o In short an agreement for services was made between the establishments and the 
CSSS. This team audits the organisations regularly to ensure that these services 
are rendered and are of good quality. This team does not participate in any direct 
health care of the patient. 
 
HOSPITAL 
- The roles of nurses are well defined in the hospital. The geriatric nurse does not 
monitor patients in palliative care, nor COPD cases etc since they all have nurses for 
these different clinical presentations. 
- The role of the nurse of the geriatric unit of the hospital 
o Structurally, there is a co-location of the internal medicine and geriatric unit at 
the X Hospital.   
o Some nurse are responsible for the care of geriatric patients only 
o Our respondent is responsible for the discharge of geriatric patients 
(“plannificateur de congées”). Her specific roles are:  
 She makes a summary of the patient’s pre hospitalisation history and 
hospitalisation history.  
 She has to justify why the patient is still hospitalised, estimate when he 
may be discharged, on what treatment and where he would be referred 
to; at home, convalescence, to the CLSC for home care, long term care 
facility etc… 
 Coordination of the services of the patient during his hospitalisation 
o They work in close collaboration with the consulting and therapeutic geriatric 
team, ECGT (“Equipe de Consultation et Geratrie Thérapeutique”). 
- The role of the liaison nurse of the hospital 
o There are three liaison nurses at the Charles-Le Moyne hospital. 
o After a patient is discharged from their geriatric unit, the main role of the liaison 
nurse is to facilitate the transfer between the hospital and other establishments 
such as the CLSC, convalescence unit or rehabilitation unit.  
o They have a mixed caseload, though most of their clients are older people with 
functional declines. 
PRIVATE RESIDENCIES 
- Nurses are the main providers (“Intervenant pivot”) of patients in private residencies. 
- They work in collaboration with providers of the private residencies and providers 





- In Québec, community organisers have an association called the RQUIC 
(« Regroupement québécois des intervenants et intervenantes communautaires ») 
o They meet yearly.  
o They try to protect their “atypical and undefined jobs” as community organisers.   
 Unlike jobs like nurses, social workers etc which are codified, 
community workers do not have a codified job, though they can have a 
significant impact on the health care of their community. 
- The X CLSC has office space for a sort of linkage to community organisations of the 
territory. The person working there is a former community organiser who now works 
for the CSSS. She does NOT work for any community organisation, she works with 
them. She is a real interphase between the community organisations and the CSSS.  Her 
role in the LHN consists of: 
o Helping community organisation in the apply for funding 
o Promoting the reflections of community organisations on the needs of older 
people 
o Community organisers are “specialists of the community”. They know where 
the poor live, where the homeless meet, which neighborhoods immigrants prefer 
to live in etc.  
 The responder claims that they know the community sometimes better 
than administrators and health and social care providers, they may be 
helpful in the appropriate allocation of resources. 
 
ALZHEIMER PROGRAM (see programs) 
- This is a pilot project which is nested in the homecare unit 
- Alzheimer program can be functionally viewed as two sub-projects 
o Plan Alzheimer: a nurse and a social worker 
o Dementia-related psycho-behavioral symptoms project ;SCPD 
(« Symptômes comportementaux et psychologiques liées à la démence ») : A 
nurse, a social worker, two occupational therapists. 
- Role in the Alzheimer Plan project 
o Capacity building and training of nurse working in GMF in the management of 
patients with Alzheimer’s dementia 
- Role in the SCPD project 
o They work with different providers of the homecare unit in the adaptation of 
their interventions of patients diagnosed with dementia related problems. 
o Though their roles are still to be clearly defined, the occupational therapist of 
the Alzheimer project are not expected to have the same role as the occupational 




- The geriatrician  
o Describes his role as a consultant for the providers of the hospital or as support 
for the family physicians of the geriatric unit of the hospital 
 He works in collaboration with the family physicians, nurses, social 
workers 
o  He also works in the day hospital, clinics, long term care facilities (especially 
the private ones) (has consultation slots in different establishments of this LHN) 
o He also teaches residents and medical students in teaching centers (As in X 
hospital in Sherbrooke, X UMF ) 
- The family physician essentially has a geriatric clientele 
o He works in several establishments of the LHN such as the day hospital, the 
URFI, CSHLD etc 
o He helps to reorganise the services of private CSHLDs 
 
 Clarity of roles is a recurring problem in this LHN. 
o The cases managers do not have regional norms which define “case 
management” 
o Case managers and “intervenant pivots” both have overlapping functions in 
the coordination of services for a patient. 
 
2.7. Provider values and ideals 
2.7.1. Provider values 
- Related to the participation of community organisations in the LHN 
o Community organisations could offer more services if they were adequately 
financed 
o The CSSS should be careful to not “dump” all the services they are offering to 
the community organisations. 
- The CSSS should be effective and efficient. That is produce the best services at the 
least cost. 
- Better utilisation of nurses and social workers in the CLSC and clinics 
o For instance the family physician thinks that activities like screening for 
alzheimers diseases could easily be done by nurses and social workers, hence 
reducing the workload of physicians 
2.7.2. Provider ideals 
- The AEO provides a means that faster services could be offered to patients at home care 
who are waiting for services. 
- A case manager needs to follow his patients across organisational boundaries and 
should be able to meet the different providers in order to discuss the state of his patient. 
- Greater accessibility to the patients health file  
2.8. Care coordination 
- There is a referral form (“fiche de liaison”) that the clinical nurse of the homecare uses 
to contact the physician of her patient if needed. This form is sent to his clinic. 
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o Sometimes she may get his name from the patient, find his phone number from 
the national medical order website and call him directly if she needs to talk to 
him urgently.  
- There are timeslots allocated for multidisciplinary team discussions of a patient at 
homecare. 
o These time slots are mainly available in the afternoons. 
- A report is faxed to the family physician of a patient who is discharged from the 
hospital. 
o Sometimes it is printed out and given to the family of the patient or the 
ambulance driver. 
- The HCLM has two tools used to transfer patient information 
o A DSIE (“demande de services inter etablissement”) is a tool that hospital 
nurses send to the CLSC or other establishments that they transfer their patients 
to. 
o The report of the patient file which is located in the archives. This could be sent 
to eligible providers who request for them (eg case managers). 
- The process by which a case manager is notified when his patient is admitted in the 
emergency unit of HCLM 
o A tag appears on the patients name notifying the emergency unit personnel that 
the patient is on case management. Then the emergency unit personnel calls the 
liaison office of the HCLM, and it is the personnel of the liaison office that 
contact the case manager. 
 
 Several structures and processes have been put in place by the organisations of this 
LHN to ensure appropriate care coordination. 
 Care coordination is affected by issues such as the undefined roles of certain 
providers and information systems that do not communicate together. 





2.8.1. Inter-professional care 
 
- Geriatricians do not admit patients in the hospital, hence they have to participate in 
inter-disciplinary meetings for the follow-up of hospital patients. 
o They have difficulties fitting the meetings in their schedules, since they get to 





- The homecare nurses are generally the main providers (“Intervenant pivot”) for 
patients who need the nursing services of the homecare unit of the CLSC. 
 Some patients who have predominantly social issues would have a social 
worker as case manager, while their nursing interventions (generally 
their nursing interventions are limited). In this case the case manager 
coordinates the services of the patient, not the nurse. 
o Multidisciplinary team work: the clinical nurse evaluates the needs patient at 
home, and elaborates a care plan for his services. They work in collaboration 
with nursing assistants (“infirmières auxillaires”) in the delivery of these 
services to the patient. In other words, the clinical nurse elaborates the service 
plans, and they coordinate the activities of the nursing assistants in the 
realisation of the service plan. 
 The clinical nurse may contact the patient’s physician when she needed. 
For instance if she needs to change his drugs, deteriorating clinical 
condition or any other pressing needs.  
 The clinical nurse most often visits the patient weekly to monitor his 
progress, evaluate his needs and adjust the service plan, while the 
nursing assistant visits the patient daily (if they need daily care). They 
give feedback to the clinical nurse. 
o The main provider generally organises multidisciplinary meeting to discuss the 
case of a patient in homecare. Sometimes, any provider who notices something 
abnormal may also call for a multidisciplinary meeting.  
 Invitations are sent to the different providers (including the physicians) 
and responders indicate their availabilities. 
 These meetings are usually done during allocated time slots in the 
afternoon. 
 Sometimes these meetings could be done over the phone, if all the 
providers are not in the same location.  
 Sometimes these meetings could be held at the patient’s home, in the 
presence of their families. 
 Community organisations are rarely invited: basically those involved in 
home hygiene (“auxillaire familiales”) are the ones who participate most 
often in multidisciplinary meetings. 
o Some providers coordinate their visit times NOT to coincide so as to monitor 
the patient more often. For instance, say a diabetic patient with pulmonary 
disease at has a monthly visit from a clinical nurse and respiratory nurse. These 
nurses agree to space their visits by a fortnight. Hence the patient receives 
medical attention every fortnight, though each provider visits him only once a 
month. Thus they can monitor the patient more often. 
- Patient on case management generally have predominantly social problems. All case 
managers of this LHN are social workers. 




 It can be telephone meetings or casual informal meetings in an office of 
the CLSC. 
 They have allocated time slots for meetings (same as above). They don’t 
have regularly scheduled meetings though. 
o Case managers can request for the patients file from the archives of HCLM. 
They are treated as priorities. The request passes through the liaison office of 
HCLM. 
o Social workers don’t use the DESI. 
- The SCPD team would only evaluate patients who already have a main provider from 
the home care unit (nurse or social worker). 
o They work in collaboration with this health provider. They focus on the 
patients’ needs pertaining to dementia-related diseases. This evaluation is 
complementary to that of the main provider’s evaluation. 
o They follow-up the patient for a while, then they transfer the recommendations 
for subsequent patient care to the main provider.  





- In the geriatric unit of the hospital 
o Multidisciplinary team rounds are held on Thursday mornings and Monday 
evenings. (multidisciplinary rounds of the surgery unit are held on Wednesdays)  
 These teams which evaluate the needs of the patient consist of the 
physicians (and residents too), nurses, social workers, occupational 
therapists, nutritionists, physiotherapists, pharmacists etc...  
 Due to budgetary issues, some of these specialists come less often. 
o The ECGT team members may also assist in the rounds and discussions. 
o Sometimes (not too often though) the hospital team invites a patient’s case 
manager during their meetings.  
 In the past the case manager used to be either a nurse or a social worker. 
Now it is only a social worker. 
o The liaison nurse attends all the multidisciplinary meetings 
 She identifies those patients who would be discharged and gets 
information to prepare their DESI ( for those who need services from the 
CLSC) 
Rehabilitation center 
- They have regular multidisciplinary team meetings  
o All providers of the rehabilitation center are involved in the multidisciplinary 
team meetings: these include the physicians, nurses, physiotherapists, 
occupational therapists etc… 
137 
 
 Sometimes the case manager of the patient is invited to participate in the 
multidisciplinary meeting. The rehabilitation nurse tries to put these 
cases early in the morning, so that the case managers can assist in the 
discussions and return to their other activities as well. They inform the 
case manager on the progress of the patient and the case manager 
evaluates if the patient can comfortably return home or if other 
adaptations have to be done. 
o There is no time slot attributed to these meetings. They are organised according 
to the availability of the physicians.  
o Not all patients are discussed in the meetings. The nurse chooses patients with 
specific concerns or progress to be discussed.  
 
 
- State-of-the-art individual service plans including hospital, community and home care 
providers are rarely done 
- Sometimes the same patient has multiple evaluations in different establishments of the 
LHN. There is a real fragmentation of services in this LHN. 
o The geriatric clinics work alone. Same for the other establishments…. There is 
no real inter establishment evaluation of the patient. 
- The geriatric clinics of the territory do not prioritize vulnerable patients, meanwhile the 
day hospital prioritizes vulnerable patients who are referred to them. 
- Physicians are generally difficult to contact. 
 
 There is no individual service plan for any patient in the LHN. It seems as if the 
patient receives care with respect to the needs and services offered at a given 
institution, which defeats the purpose of integrating care ie an inter-organisational 
service plan, where the patients’ needs are the driving force of his management 
plan.  
o Much reflections have to be done on how to facilitate inter –organisational 
care of the patient. 
 
2.8.2. Interpersonal connection 
- The AEO nurse is friends with a nurse working with X (the geriatrician).  
o The AEO nurse uses her personal relationship to rapidly prioritise vulnerable 
patients at Dr X clinic (even though the policy of the clinics do not permit 
prioritisation). 
 
2.8.3. Information sharing 
Sharing information through the use of the OEMC by several providers. Other informal 




- It is most difficult to communicate with physicians. 
- Communication between providers 
o Face to face meetings, phones, email, faxes 
- Communication between providers and patients/carers 
o Most often face to face meetings; can be by phone with some carers (working 
children of a patient etc) 
- The communication between the nurse at the rehabilitation center and case managers 
(who are social workers) is usually difficult. She says that the case managers refer their 
patients for rehabilitation. But when the rehab center contacts the case managers they 
are usually not able to give adequate nursing information. 
 
 Inter-professional communication (except for physicians) is not a big issue in this 
LHN. Multiple mechanisms and structures have been put in place to ensure the 
circulation of information within and between establishments. 
o What is less known is how this multidisciplinary meetings take place? Do 
the different providers speak the same language? Is there a conflict in their 
roles, or functions during the meetings? it may be important to further 
investigate the quality of communication between providers and hoe it 
impacts the care of the patient. 
2.9. Co-location 
- Post traumatic rehabilitation services are also offered in the X day hospital. 
2.10. Point of entry into the health care 
CLSC 
- Patient may call the reception of the CSSS for services and; 
o Be referred to the emergency unit of the hospital (if their health needs are 
urgent). 
o Or be transferred to the reception of the homecare unit of the CLSC. There are 5 
nurses at this reception who would evaluate the needs of the patient as per the 
request, and then forward the request of services to the department of the 
appropriate provider: i.e. either nursing, social workers, physiotherapy, respiro-
therapy, occupational health or AEO etc… 
 The appropriate provider would contact the patient subsequently (There 
is practically no waiting times for nursing care, the waiting times for the 
services of the other providers are quite long) 
- Patient may be referred by his case manager or main provider to  
o The emergency unit of the hospital (if their health needs are urgent) 
o The day care center 





- Patient may be admitted directly into the emergency department of the hospital (we 
don’t have much data on the process here)  
- Then they are transferred to the internal medicine unit (where the geriatric unit is 
nested) and a family physician would admit him into this unit. 
o Dr X is the only geriatrician of the territory. He does not admit patients into this 
hospital, he serves as a consultant to this unit. 
- Patients may be discharged from the hospital to  
o Their homes in the community: where reports are sent to their family physicians 
o To the CLSC for more services: a DESI is sent to the reception of the CSSS 
which then forwards it to the reception of the homecare unit of the CLSC. 
o To rehabilitation center: a DESI is sent to the reception of the rehabilitation 
center. 
 
 There are multiple entry points for the client in this LHN. There is no mechanism to 
channel patients to a “centralised point” or even a coordination point. The unique 
entry point is a major component of the PRISMA and SIPA models which were 
experimented in Quebec. The reception of the CLSC serves as the common access 




Two programs were mentioned: The Alzheimer Project and the AEO 
Alzheimer plan  
- The Alzheimer Plan is embedded in the home care unit of the CLSC since 2013. 
- This was a pilot project whose main objective was to identify means by which the 
delivery of services to patients suffering from Alzheimer’s disease could be improved. 
This ranged from the identification of cases, the diagnosis to the management and 
follow-up. 
- Hence the local team had to adapt the project to the resources of its local health 
network. 
- Functionally it is composed of 2 sub-projects with distinctive orientations 
o The Alzheimer Plan outreach to the GMF 
o The Dementia-related behavioural and psychological symptoms SCPD 
« Symtomes compartementaux et psychologiques liées à la démence » 
The Alzheimer plan outreach to the GMF 
- This sub project was run by two people: a clinical nurse and a social worker.  




o The clinical nurse was transferred from the day hospital of the Centre St-Jean, 
where she had lots of expertise in the management of patients with Alzheimer’s 
disease. 
- The three main objectives of this part of the Alzheimer plan outreach to the GMF were; 
o The clinical coaching of nurses working in GMFs. 
o Amelioration of the clinical tandem between nurses and physicians taking care 
of this clientele. 
o Networking with community organisations 
- The clinical coaching of nurses was initiated by training activities. 
o This group was supported by materials and personnel from neighbouring 
Sherbrooke RUIS who had already undergone the same training a few years 
ago. 
o The training aimed at building up the capacity of nurses who work in GMFs in 
the management of patient with Alzheimer’s disease. 
- Some physicians who were identified in the 3 biggest GMFs of the LHN were also 
invited to this training. 
- Community organisations were also invited to this training. 
- The training was done by eminent specialists of the domain; a geronto-psychiatrist, a 
neurologist and two geriatricians. 
-  We spare details of the training process. 
- All in all this project had several benefits 
o The training activities tightened the link between the physicians in the clinics of 
the LHN and the CSSS. 
o The links between nurse and physicians caring for patients with Alzheimer’s 
disease were also strengthened. 
o Community agencies working on related problems were also show cased 
The SCPD project 
- This sub-project was run by 4 people: the nurse and social worker of the Alzheimer 
project, and two occupational therapists. 
- The main objective of this sub project was to reinforce the homecare team in the 
planning of services and management of patients with cognitive disorders.  
 
AEO (Acceuil, Evaluation et Orientation) 
- The AEO team consists of a nurse, a social care worker, a respirotherapist, a 
physiotherapist and an occupational therapist. 
- The logic behind the AEO team is this; 
o Except for nursing services, all other services of the home care unit have got 
long waiting times, thus some patients who need services urgently may be in 
this waiting lists. 
o The AEO is a multidisciplinary team whose members do not build caseloads.  
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o They are solicited to evaluate NEW patients (who are not known to the CLSC), 
or patients who are 75 years and above or patients who have significant loss in 
functional autonomy. 
o The AOE team members would quickly do the first evaluation of these clients. 
They either solve their problems or orientate them to the appropriate services 
when necessary. 
 The AEO team can refer the patient for homecare services (long term 
home care services from a provider ), or  to another health facility (eg to 
the hospital if the clinical state of the client is poor) 
o Generally requests for home care services transit through the reception of the 
CSSS, where they are forwarded to the reception of the homecare unit of the 
CLSC, where some are sent either to the homecare departments (nursing, social 
care, physio, occupational etc.) or to the AEO team for rapid evaluation. 
 In some cases, the hospital can request for an AEO evaluation for a 
patient who is being discharged. In any case the hospital request still 
passes through the reception of the CSSS and the reception of the 
homecare unit of the CLSC. 
 
2.12. Leadership style and practice 
2.12.1. Frontline leadership 
- A provider thinks that it would take strong leadership to instill the culture and 
philosophy of interdisciplinary collaboration between providers.  
2.12.2. Organisational management 
- The organisational managers regularly seek innovative ideas which they implement in 
their local organisations. This has resulted to positive changes in the homecare unit and 
the day center over the last five years. 
2.13. Challenges in care delivery 
- Some challenges in care delivery include the lack of resources for older people such as 
caretaking. 
-  Also, there is lack of transportation for older people who have to attend group activities 
in day centers, hence providers who have to accompany them do not have much time to 
rest. 
2.13.1. Time pressure 
- When visiting their patients in the morning, home care nurses are never sure of when 
they would finish work, for all depends on the state of the patient on that day. 
Sometimes a single patient takes up so much time that they have to adjust their 
schedules for the rest of the day. 
- Previously, complex nursing cases were followed-up by nurse case managers. But now 
that he nurse case manager function was abolished, the complex cases are redistributed 
to all the homecare nurses. Given their caseloads of 50 patients, they are not able to 
adequately follow-up the complex nursing cases due to lack of time. 





3.1. Organisational change 
CLSC 
- The SIMO information system has revolutionised the way the nurses work in the 
homecare unit. They previously faced lots of difficulties working with papers that they 
don’t face now when they work on the computerised system. 
- The introduction of nursing assistants (2010/2011) in the CLSC is seen as a positive 
thing by clinical nurses. The clinical nurse can now focus on the evaluation of the 
patient needs while delegating some routine patient care duties (eg dressing of wounds) 
to the nursing assistants. 
o Continuity of care in maintained, since the nursing assistant reports any unusual 
findings to the clinical nurse. 
- A community organiser participates more often in the meetings of the CSSS ever since 
her office was relocated in the CLSC. It seems that she gets invited more often to the 
meetings of the providers because of her physical proximity. 
- The new geriatrician and the services offered at the day hospital are seen as positive 
organisational changes. Because previously, only hospitalised patients could have a 
geriatric consultation. Now they can be referred by the homecare providers to Dr X or 
to the day hospital for geriatric assessments 
- Clinical nurses feel strongly that their capacity to refer their patients to any provider in 
the LHN be preserved. Previously the referral of a patient to some providers could only 
be done from the hospital. 
o They also feel that physicians should do home visits to patients who are not able 
to go to the hospital/clinic. 
- Case management: previously nurses were case managers, now only social workers are 
case managers. 
- The duties of case managers in the homecare unit were not clearly defined during the 
recent organisational changes, thus this has created a lot of anxiety amongst the social 
workers. 
- Recently some structural reorganisations of the CSSS (sectorization) have consisted in 
putting different providers (nurses, social workers, occupational therapists, etc) in the 
same office space, hoping that this would foster multidisciplinary team work. While 
some providers see this as a good thing, others claim that it is merely a waste of time 
and resources.  
o Frequent organisational changes such as the sectorization/de-sectorization of the 
providers of the homecare unit are sometimes confusing. This has occurred 3 
times during the last decade. 
 
Hospital 
- There have been recent cuts in the functions of “discharge nurses” (“plannification des 
congés”). These nurses prepare the transition of hospitalised patients into the 
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community, and their duties include the identification of services that a patient may 
need at home (eg a smoking cession program for a patient who needs it), and the 
referral to the appropriate organisation. The liaison nurse thinks that the floor nurses 
cannot assume those responsibilities. 
- The rehabilitation center used to be a long-term care center, which was progressively 
transformed to a rehab center. 
Community organisations 
- Community organisations used to organise introduction tours of the territory to new 
providers when the territories were still under the CLSC mandate.  
o They showed them where they were physically located and the different poverty 
zones of the territory amongst others. 
o Ever since the fusions, the territories got bigger and the community 
organisations don’t do these tours anymore. 
 
Prospects for change 
- More cooperation and dialogue between different organisations and providers. The 
collaboration between establishments of this LHN are not harmonious. There are  
- More communication with community organisations, and more knowledge of the 
services offered by community organisations. 
- The architecture of the lodging facilities for older people have to be adapted to their 
frail states. Some of them want to be more mobile (such as those on wheel chairs), but 
the way the facilities are structured does not facilitate their movements. The sidewalks 
in town are not always very practicable for handicapped older people. 
 
3.2. Human and material resources 
3.2.1. Time 
3.2.2. Funding 
- The Alzheimer Plan funds its personnel (nurse, social worker and two occupational 
therapists). 
- Services offered by the community organisation are generally subsidized by the 
CSSS. These community organisations have partnership agreements with the CSSS. 
o The subsidies offered to community organisations depend on the territory 
they cover. 
o Community organisations tend to compete for these subsidies, which may 
lead to less cooperation in their service delivery to the population 
o Users also partially contribute to most of the services they receive from 
community organisations. 
o Some community organisations cannot offer some services because of 
financial constraints such as lack of subsidies. 
o There may be long waiting lists for some services because community 
organisations are not adequately subsidised.  
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- The Poverty board(“table maltraitance”), a boad of community organisations 
received funding from the “Conference régionale des élus” to carry out some 
specific activities pertaining to older people living in poverty in this LHN  
- The “réseau sentinelle Champlain” is another community organisation funded by 
the Ministry of the family and older people for outreach activities in the community. 
- The establishments of the CSSS (hospital, CLSC and long-term care facilities) are 
under the same budget. When they cooperate together, for instance the CLSC 
readily receives patients who are discharged from the hospital, this results to lower 
costs on the health system.   
- The budget of the CSSS is sometimes not enough to cover all of the activities for 
the year. Sometimes the budget may just cover nine months of activities. 
- We did not have much information on the financing of private clinics 
 
 There are multiple sources of funding for community organisations in this territory. 
o Do these organisations answer to their funders or to the patients? And how 
are the services of these organisations evaluated or controlled? 
3.2.3. Health human resources 
- Some specialities in the territory 
o Psychiatrics, geroto-psychiatrics, geriatrics, CEDRA, Clinique de X (Dr X) 
- Approximate number of homecare personnel  
o About 60 nurses (mainly clinical nurses) 
 Depending on the needs of the patient they also have some speciality 
nurses such as oncology nurses from the palliative care unit. 
o Nursing assistants: there are two nursing assistants in each of the three sectors of 
home care. Community agencies also provide nursing assistants when needed 
for some patients. 
o social workers 
o 14 occupational therapists 
o 7 physiotherapists 
- 6 community organisers employed by the CSSS 
Hospital 
- Geriatrics team 
o One consultant geriatrician. (Two more are expected) 
o 2 teams of two family physicians who alternate weekly for general medicine 
o A single family physician who does two week shifts in geriatrics (family 
physicians in the territory with a geriatrics profile regularly submit their names 
to be scheduled for two weeks duties at the hospital) 
o A single family physician in palliative care 
o 4 clinical nurses 
o One occupational therapist 
o One physiotherapist 
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o They used to have a nutritionist and pharmacist. Those have been removed from 
the team. 
- 3 liaison nurses at HCLM 
Rehabilitation center 
- They have large multidisciplinary teams; 6 physicians, nurses, physiotherapists, 
occupational therapists 
o Some physicians from the territory just come here for scheduled shifts. 
3.2.4. Equipment 
CLSC 
- They have an equipment unit which lends equipment like wheel chairs etc. to 
patients for a given time. 
Hospital 
- The internal medicine unit has 27 beds; 7 for palliative care and 6 for geriatrics 
Rehabilitation center 
They have 73 beds in the whole center 
3.2.5. Training 
- Training activities were carried by the Alzheimer project team as part of their 
strategy to build the capacity of nurses working in GMF in the management of 
patients with Alzheimer’s disease. Physicians from some local clinics and 
community organisations of the territory also participated in the training activities. 
Some personnel from the homecare unit of the CLSC also participated in these 
trainings 
o This was a unique opportunity for different providers working in different 
establishment to meet and interact. The respondent wishes that more of such 
training be done. 
- The nurses of the homecare unit usually receive training activities during their 
monthly unit meetings.  
o Sometimes trainers are imported from other organisations (representatives of 
companies) or from other departments of their LHN (nurses specialised in 
the management of diabetics etc.).  
- Clinical nurses at of the homecare unit usually train nursing assistants from 
agencies in specific tasks that they wish them to carry out on the patients they care 
for. 
- No special training on case management was provided by the organisation. The 
providers who became case managers did their duties as best as they felt. 
3.3. Quality management and improvement 
3.3.1. Performance measurement 
- The homecare nurses were instructed to carry out homecare visits according to the 
norms of Agreement Canada. Some activities that they did not use to do such as 
getting the patients to sign consent forms were reinforced. 
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- The performance of the nurse of the homecare unit is discussed during their 
monthly unit meeting. 
- During the monthly meeting with Mr X, the homecare nurses are presented with 
performance their indicators, which sector did not perform well, and they were 
informed if they did not meet their targets etc.  
o The providers find that some performance indicators like the caseloads do 
not fully represent their efforts. Some complex patients require more time in 
their follow-up than others. 
- A method of monitoring the activities of different departments of the hospital is by 
an analysis of the DESIs. The liaison nurse does a statistical analysis of these DESIs 
which indicate the number of referrals that were emitted from a given department as 
compared to the same department the previous years etc. 
3.3.2. Evidence-based practice 
- The OEMC (multidisciplinary evaluation tool) is used at the homecare unit, hospital 
emergency unit and rehabilitation center. The downside is that it is excessively long 
(19 pages long) and the providers find that it is not very useful.  
- The geriatric unit does not have any particular evidence based guide lines. The 
nurse says they learn from field experience. 
- The rehabilitation nurse did not readily find any evidence based guidelines... she too 
functions based on her experience 
- The case managers (social workers) do not have any evidence based guidelines 
either. She says they used to have clinical meetings where good practices were 
explained some time ago. Now they would refer to the SAC for clinical guidance if 
need be. 
3.3.3. Formal methods of quality improvement 
3.4. Organisation culture 
3.4.1. Organisation values 
- Due to the funding mechanisms and economic realities, community organisations 
have mercantile values, and there is more of competition than collaboration in their 
relationships. 
3.4.2. Organisation vision 
- The community organisations generally have different visions and missions. Three 
examples 
o The establishments on the poverty board (“Table maltraitance”); 
  Aim to better equip older people living in poverty, and to help them 
nourish themselves, dress warm in winter etc. 
 Received funding from the “table regional des élus” to sensitize the 
general population on the problems of older people living in poverty. 
They would do publicity campaigns, print out calendars, reach out to 
pharmacies etc. 
o The “reseau sentinelles champlain” places scouts/sentinels (“intervenant 
milieu” and “sentinels”) at different points of the LHN where older people 
regularly usually visit. They have different responsibilities such as engaging 
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older people in topics such as poverty, healthcare, suicide etc. The sentinels 
are generally voluntary workers 
o Maison X  and X which two community organisations offering lodging 
facilities and other activities for seniors with cognitive disorders.  
- The rehabilitation center mainly does rehabilitation, convalescence, and sometimes 
serves as a transition for people with functional loss of autonomy who are waiting 
for permanent lodging (old peoples residence) 
3.4.3. Job satisfaction 
- Case managers are not very satisfied with the fact that case management is poorly 
defined in their LHN 
3.4.4. Staff commitment 
3.5. Organisation design 
- This LHN covers the territory of the CSSS X 
o It was created by the fusion of the territories of two CLSC; the CLSC X, and 
the CLSC X. 
o The homecare unit (“soins à domicile”) is entirely physically located at the 
CLSC X. Other programs such as the child care unit are located in CLSC X. 
- Requests for services (DESI, calls from patients) are channelled through the 
reception of the CSSS, then to the reception of the homecare unit of the CLSC 
which are then distributed to the different departments of the homecare unit 
(nursing, social care, physiotherapy, occupational therapist, nutrition and AEO). 
o There are five nurses working in the homecare reception who evaluate and 
distribute the requests. (see point of entry 2.10) 
- For the homecare nurses, the territory of the LHN is sectorized into three sectors 
following geographical boundaries, so that each nurse of the homecare team 
works/takes patients only from one of the sectors. Thus each sector of the LHN has 
a team of regular nurses who can visit their patients. 
o The territory of the LHN consists of the fusion of 6 boroughs/districts. 
Previously, nurses had to travel long distances (a waste of time) to visit their 
patients in different parts of the LHN. Thus in order to address this problem, 
the administration decided to create three virtual geographical sectors where 
a team of home care nurses could take patients from, thus reducing their 
daily traveling distances.  
 Sector A: X, X and X 
 Sector B: X 
 Sector C: X 
o Every Wednesday afternoon the different sectors have sectorial meetings to 
plan the activities of the week. These weekly meetings are not 
multidisciplinary (only the homecare nurses attend). During the meeting, the 
nurses coordinate activities amongst themselves such as checking their 
caseloads, redistributing their patients, verifying individual itineraries, and 
adjusting schedules (holidays etc). It was not mentioned that they discuss 
cases of patients here. It is mentioned though that during this meeting a 
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nurse who has difficulties in the care of a patient may swap this patient with 
another nurse who is more comfortable with a given health procedure. 
o These meetings are moderated by either one of the two nursing assistants of 
the homecare unit. Hence these nursing assistants moderate three meetings a 
week. 
o Once a month, the nurses of the WHOLE homecare unit have a “general” 
meeting. This meeting is still not multidisciplinary (only the nurses of the 
homecare unit). This meeting consists of the 60 home care nurses, the two 
nursing assistants and the head of the nursing program of the CLSC. During 
this meeting, organisational changes and how they impact the nurses are 
discussed, their performance is discussed, and training activities are also 
discussed. 
- For the other providers of the homecare unit (social workers, occupational 
therapists, physiotherapists etc), the territory would be sectorized too (the 
sectorization above holds for Social workers). They are in the midst of 
organisational restructuration and most of their hierarchal supervisor shave not yet 
taken official duties. 
- Social workers just go to the pigeon hole and pick up requests to constitute their 
case loads. 
o They take half days of calls for emergencies. 
o Previously some social workers were designated case managers. Since about 
a year, ALL social workers are case managers. 
o They also have afternoon time slots for multidisciplinary meetings. 
- AEO (“Acceuil, Evaluation et Orientation”) is an autonomous team (nurse, social 
worker, occupational therapist, physiotherapist) that is embedded in the homecare 
unit. They do not take caseloads. Patients who do not yet have a provider, or who 
have complex cases are referred to the AEO which quickly evaluate their needs and 
refers them to the appropriate provider. This helps to reduce the waiting times of 
patients who request for homecare services. 
o The members of the AEO team asked to be put together in the same 
geographical location. They think that they would be more effective if they 
can easily reach their colleagues of different disciplines. 
o The AEO team is not sectorized. 
- Onco/Palliative care is another team of the CLSC under the Home care unit. This 
team was constituted 5 years ago and consist of a palliative nurse, an occupational 
therapist, asocial worker, a physiotherapist and a respiratory nurse. They are not 
sectorized.  
o This team visits oncologic patients and palliative care patients (end of life) 
o Most (not all) of their clients are older people. 
- The Alzheimer Plan is an autonomous project embedded in the homecare unit of the 
CLSC. It is composed of two subprojects 
o The Alzheimer project that trains nurses of the GMF in the management of 
patients with Alzheimer’s disease 
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o And the SCPD that reinforces the homecare units capacity in the 
management of people with dementia-related cognitive and psychological 
disorders. 
- There is a networking partnerships unit (“Parténariat réseau”) at the CLSC Samuel 
de Champlain. 
o They are responsible in assuring quality control of the 162 beds rented by 
the CSSS in 4 long-term care facilities of the territory. 
 X a private CSHLD 
 X époque an RI 




- This LHN has one hospital, Hôpital X 
- The entry point of the hospital is generally the emergency unit.  
o Pertaining to older people, there is a team at the emergency unit the ECGT 
“equipe de consultation en geriatrie thérapeutique” , geriatric consultation 
and therapeutic team, which is responsible for the evaluation and admission 
of older people. This team is on duty 24hrs a day and 7 days a week. 
o From the emergency unit, older people would be referred to the internal 
medicine unit. 
- The internal medicine unit has a team called the UCDG (“Unité de courte durée 
geriatrique”) or the acute geriatric team which is responsible for 7 beds allocated 
for older persons. Hence structurally, the geriatric team is embedded in the internal 
medicine unit at HCLM.  
- Both the ECGT and UCDG are linked, such that the nurses of UCDG also take call 
duties at the emergency unit in the ECGT team. 
- Pertaining to their hierarchy, the nurse are under the DSI “Direction des soins 
infirmières” .  
o A complaint registered was that nurse in some departments (MPOC “chronic 
obstructive pulmonary diseases” , strokes etc)  do not take call duties (no 
nights, weekends, or public holidays) while those of the geriatric units with 
the same ranks, clinical nurses, take call duties. 
- There is a mobile geriatric clinic (“Clinque ambulatoire de geriatrie”) which is 
under the Mobile Unit (“services Ambulatoires”) of the hodpital. One nurse works 
there. 
- The liaison nurse of the hospital is attached to the ambulatory services unit. 
 
Community organisations 
- All the community organisations of this LHN are autonomous. The CSSS employed 
6 community organisers. One has an office at the CLSC X, the other five 
150 
 
community organisers used to be a the CLSC X, but they are now located at the 
Administrative center of the CSSS at X, close to the CLSC X. They sort of are like 
a link between the CSSS and the community organisations of the territory.  
- There are several community organisations in this LHN. They have different 
missions and offer different services. Some of these services may be complimentary 
or similar. This results in a mixture of collaboration and competition between these 
community organisations. 
o This competition results to an increase in the amount of services offered, 
thus a reduction in the wait times for patients. 
o Providers usually refer patients to community organisations which they 
think would offer the best services irrespective of the “areas covered” by 
these organisations. 
Rehabilitation 
- Centre X 
3.6. Inter-organisational linkages 
- The Alzheimer project created a formal and informal link between the CSSS and local 
clinics of the territory. 
o The training activities were an excellent platform to share ideas between 
providers from the CSSS, community organisations and physicians. 
o The geronto-psychiatrician of the X centre and the geriatrician of the territory 
were also involved in the training activities. 
- The CSSS subsidises several community organisations, which in turn offer services to 
patients of the territory. 
o These subsidies go a long way to reduce the costs of care  (“X offers wheel 
chairs, X offers food etc) 
 Free services to the users 
 The user partially contributes to some services (eg “X” of X offers 
transportation for the older people at 45 cents per KM. They take the 
patient to his consultation, stay with him during the consultation and 
take him back to his home after the consultation. L) 
- The relationship between community organisations of the territory can be described as 
o Complementary for those that do not compete for the same subsidies 
o Competitive for those competing for the same subsidies    
- There is no general joint management board linking all the organisations of the territory 
o There are small local boards linking some community organisations  
 “Table maltraitance” a small joint board of some community 
organisations who aim at improving the lives of older people living in 
poverty. 
- The clinical nurse (homecare of the CSSS) training the nursing assistants from 
community organisations in the care of a given patient. 
- The hospital would contact the case manager/main provider of a patient who is admitted 
in the emergency unit. 
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o Sometimes they are invited in the multidisciplinary team discussions of the 
patient in the hospital. 
- Lots of referals between the establishments of this LHN 
o Main provider of homecare unit transfers the patient to the hospital with a 
referral form 
o Sick patients can be referred from the CLSC to the emergency unit of the 
hospital 
o Discharged patients can be referred from the hospital to the homecare 
department of the CLSC. 
o Discharged patients from the hospital are referred to rehabilitation centers 
o Rehabilitation centers generally refer their patients to the homecare unit of the 
CLSC 
o CLSC refers patients to the day hospital for evaluation  
o CLSC referring patients to community organisations for services that they do 
not offer. 
-  
3.6.1. Interpersonal connection 
- When people meet in these joint governing boards, the build personal connections. 
A responder described an intersectorial connection between a community police 
officer and a provider who met at the poverty board (“Table maltraitance”). This 
connection facilitates intersectorial collaboration between the police and the local 
health system. 
- The geriatric nurse of the hospital has a friend at the reception of the CLSC whom 
she calls when she needs information in the patient’s CLSC file.  She quickly gets 
information from this friend and this facilitates inter-organisational flow of patient 
health information. 
- The liaison nurse of the hospital regularly communicates with the reception of the 
CLSC. She eventually builds a friendly relationship with the reception of the CLSC 
given that it is basically the same nurses that she speaks with all the time.   
3.7. Organisational reputation 
3.8. Whanau Ora 
4. Macro-level environment 
4.1. External organisational context 
- Inter-sectionalism: a respondent indicates that the care of an abused elder person may 
involve the police investigating the abuser. 
- The services offered by the community organisations depends on their financing. Thus 
the financing of community organisations would have an impact on the care of patients. 
- Different norms between neighbouring LHN:  
o Some patients who previously received services in a neighbouring LHN eg 
Montreal, would question the absence of the same services in this LHN. 
o This is a big problem because of the proximity of these LHN, and many people 
actually cross the territorial boundaries regularly. 
- Elaboration of regional norms for case management 
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- Austerity measures: community organisations are concerned whether the economic 
conditions would mean less subsidies or financing of their activities? 
4.1.1. Risks to the organisation 
4.2. External politics 
- Some respondents referred to Law 90 which indicates that clinical nurses are 
responsible for the nursing care of their patients and thus they needed to train nursing 
assistants when they entrusted them with nursing acts. 
- Law 10 of 2015 
o Community organisations are concerned whether the CISSS would change the 
number of services offered by the public organisations: would it be more or 
less? 
 In fact the community organisations of this territory sent a joint letter to 
the PDG of this CISSS to clarify their roles in the new organisation. 
o The CISSS is a larger organisation than the CSSS and the administration is 
losing the proximity they had with the providers and the community. 
 Community organisations complain that in the past they could easily 
meet the directors of the CLSC and quickly work out mutually beneficial 
understandings. These days they are not able to meet the new directors 
of the CSSS/CISSS 
 The providers say that they could easily meet the managers of the CLSC 
when they needed materials or to adjust their teams/schedules. These 
days they always experience shortages of materials and it is an uphill 
task to have their schedules adjusted…. As if they are not more a priority 
in a large organisation 
- Law 20 of 2015 
o Providers are concerned that less family physicians would be available for 
hospital duties, given that this law obligates them to take more patients. They 
think family physicians would diminish their hospital hours. 
- Generally the providers are warry of the recent organisational changes. They mostly 
don’t know what to expect 
o Most provides actually think that the fusion that occurred during the 2004 
mergers (creation of the CSSS) resulted in poorer relationships between the 
establishments under the same governance. 
4.3. External policies 
- There is a reduction of services offered to clients in the LHN due to a reduction in the 








Provider’s summary: Urban Local Health Network. CASE 2. 
Context: 
 
The case studied corresponds to the territory of the X LHN which was created as a result of the 
merger of three CLSCs in 2004. This is an urban LHN with multiple organisations offering services 
for older people, and some regional organisations such as the geriatric institute, or the university 
teaching hospital of X. Most importantly, this territory was the site where the PRISMA research 
project “Program of Research to Integrate the Services for the Maintenance of Autonomy” ( 
www.prisma-qc.ca ) took place, hence they have a solid historical background of leadership in 
innovations pertaining to the integration of services for older people.  
 
Provider Function/Location 
Ei001 Nurse, case manager  
Ei002 Social worker, case manager 
Ei003 Social worker, case manager 
Ei004 MD, neurologist 
Ei005 Social service worker 
Ei006 Social worker, evaluation team (AEO) 




1. Patients and caregivers 
1.1. Patient complexity 
- Providers perceived complex medico-social needs as being: 
o  Multiple needs of a single patient e.g. a diabetic with diminished vision who also needs 
oxygen therapy. 
o Magnitude of a health problem e.g. fragile health of a patient 
o Patients who have multiple risk factors e.g. fall risks, health risks, risks related to the 
patients environment (social isolation, etc.), their networks (presence or absence of 
family) 
- Absence of a specific caregiver: It is difficult to meet the needs of patients who do not have a 
specific caregiver (generally a spouse). 
o Sometimes it is difficult to engage some family members who may be potential 
caregivers because they have their own families and may not have time to participate in 
the care of their complex patient. 
- Provider holds meetings with family of complex patient to better understand the context/needs 
of the patient, or if she suspects neglect or abuse. 
1.1.1. Mental health 
- Patients with cognitive disorders general have complex needs 
- All providers emphasize the need to include the caregiver at all stages of the care of a patient 
with mental diseases (ie from diagnosis, elaboration of care plan, care delivery and monitoring). 
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o The neurologist mentions that though they recommend that all patients with cognitive 
disorders be examined in the presence of their caregivers (the caregivers have to be 
questioned too), at the X, they are not always able to contact the caregivers, meanwhile 
at the Clinique X, it is mandatory that the caregiver be present. 
o Providers may question the personnel of the residency of a patient with complex needs 
and cognitive disorders in order to get information on their needs. 
1.1.2. Patient context 
- Some factors of the patient context which complexifies their needs include: Social isolation, 
inadequate living environment, absence of family members, poor social network, and lack of 
resources. 
1.2. Focus on caregivers 
- As mentioned in 1.1.1, all providers emphasized the importance of engaging caregivers, 
especially for patients with cognitive disorders. 
1.2.1. Caregiver stress 
- Providers often feel frustrated because they do not have lots of solutions to offer exhausted 
caregivers. 
o There are community organisations such as the X , X, that offer a limited amount of 
services to caregivers of patients with Alzheimer’s diseases exclusively (must be a 
diagnosis of Alzheimer’s). 
o Providers also refer exhausted caregivers to other community organisations such as the 
X. They did not know the type of services offered to the caregivers there. 
o There is the caregiver relief program of the CLSC where financial assistance is offered 
to the patient to rent an alternate caregiver. 
o Patient can also be sent to the day center where activities take place, under the 
supervision of day center personnel while the caregiver rests. 
- Sometimes exhausted caregivers in turn become patients of the LHN. 
o Caregivers who are spouses of the patient are likely to be aged too, thus prone to suffer 
from age related diseases. 
- Caregivers may have their own families and other responsibilities and may be overwhelmed by 
the care of their loved ones especially their parents. 
o A provider suggested that she usually holds a family meeting with all the children of 
her complex patient (one without a specific caregiver) to inform them on her situation, 
discuss the services available for the patient, the risks associated with not receiving the 
services and encouraging them to participate as much as possible in the provision of 
services to their patient. 
- Example is given of a patient with Alzheimer’s diseases. The care giver is given rest periods by 
the attribution of personnel from the CLSC to help in the care of the patient, this in order to 
diminish the caregivers stress and reduce burn-out. 
1.2.2. Financial status 
- The services offered by the CLSC to the patient may not be optimal (e.g. two weekly baths 
instead of three), hence financially viable patients may have to complete these services 
from the private sector. This is problematic for patients who are not financially viable. 
- Mixed funding of services: Sometimes the CLSC would subsidize the services offered by a 
community organisation, while the patient usually also contributes financially. 
- Providers rigorously evaluate the financial status of patients in this LHN. 
o A patient who is living in a private residency that they can’t pay for has the right to 
request for financial assistance from the CLSC in this LHN. But then due to 
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excessive number of requests, the CLSC has to prioritise the most severe cases, 
hence those with less severe cases have to wait… while their states deteriorate too!  
o The providers have to defend the file for financial assistance for their client in front 
of a committee of the LHN, and one provider says for it to pass through, it must be 
really solid. In short, too few patients finally get the financial assistance needed. 
1.2.3. Language 
N/A 
1.2.4. Culture and ethnicity 
- Providers of this LHN can voluntarily decide (based on their preferences, motivations or 
competences) to take patients of a particular ethnic/cultural groups, immigrants, homeless, 
etc… as parts of their caseloads. In fact, some providers have such patients as up to 50% of 
their caseloads. 
- Providers are allowed to choose patients with certain profiles that they are comfortable with. 
1.3. Focus on community health 
- A social worker says that in her career history, she moved from the institutional environment 
(hospital) to the community environment (homecare) because she deeply believed in 
community health and she would never return to work in the institutional environment. 
Observations: This LHN seems to understand the multiple needs of the providers/caregivers dyad. 
Multiple mechanisms, involving public and private organisations, are put in place to respond to 
caregivers stress and financial needs of the patient. 
2. Care delivery 
2.1. Patient and family engagement 
- Patients are regularly involved in their care plans, but in cases such as mental health disorders 
their surrogates (caregivers or the residence) are involved in the elaboration of care plans 
o For instance if a service that the patient needs is offered by several community 
organisations, the provider may give the contacts of 4-5 possibilities and it is left on the 
patient/family to choose the one that best suits them. 
- All providers promote the engagement of patients and caregivers at all stages of patient care 
(from diagnosis to monitoring). 
o Emphasis for caregivers participation for patients with cognitive disorders. 
o Private residencies personnel may also contribute in the identification and resolution of 
patients needs. 
Observations: All the respondents claim to engage patients and their surrogates in decision making 
pertaining to their care. More needs to be known about the nature of this process, like how much 
information is shared, how much decision making power does the patient really have, and this 
should be triangulated with the perception of the patients/caregivers as to their engagement in 
decision making with respect to their care. 
2.2. Patient centered care 
- The needs of the individual patient are usually at the center of care plans and decisions. Patient 
centered care takes place in three phases; evaluation of patients needs, elaboration of a care plan 
and implementation of the care plan (see Patient centered care MC) 
- Patient centered care is done through case management (gestion de cas) for patients with 
complex needs. 
o An initial evaluation is done with the OEMC to establish the loss of functional 
autonomy before anyone is put on case management. 
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o Characteristics of case managers and patients greatly influence the case management 
experience. 
-  Eligibility for case management in this local health network depends on the complexity health 
and social needs. 
o People with advanced loss of functional autonomy eg ISO-SMAF scores > 5 are due for 
case management. 
o But people with relatively low ISO-SMAF scores such as 1 or 2 may have other risk 
factors (absence of caregiver, social isolation etc.) which justify eligibility for case 
management. 
o Hence the decision for case management comes as a result of the global evaluation of 
the health, social, environmental, etc needs of the client. 
- A yearly evaluation (OEMC) is done for patients with complex needs, as required by the LHN. 
o More evaluations are done if the patients clinical state changes rapidly. 
-  The LHN requires an evaluation every 18 months for the needs of patients without complex 
needs. This is done by the intervenant pivot. 
2.2.1. Controlling patient cost 
- Providers try to reduce patients cost of care by offering affordable solutions. 
o An example of the provider offering a caretaking program that would cost the patient’s 
family just $3/hour to rent a caretaker from an agency, while the CLSC completes the 
cost  (see section 2.11 : programs) 
2.2.2. Advocacy 
- Providers regularly advocate on behalf of their patients 
o Example of a provider who called a community organisation (Réseaux des amis) to 
accompany his client who could not go to his medical appointments alone due to 
absence of caregivers and difficulties moving alone. 
2.2.3. Cultural sensitivity 
 
2.3. Self-management support 
N/A 
2.3.1. Goal setting 
2.4. Patient education 
2.5. Information technology 
- Multiple information systems in this local health network 
o Arianne : an X regional computerised patient file system (geriatric institute) 
o Christal net. A new health information system was mentioned. 
o Le cycle: another health information system where providers do their statistics, and 
organise their cases. 
o CLSC: has the  i-CLSC and RSIPA information systems 
o Hospital: multiple health information systems at different units of the hospital 
- Providers think that it would be helpful if the dossier Santé Québec was accessible to all 
providers. 
- The patient has to sign several consent forms for their RSIPA files to be accessible by 
providers. 
o The CHU has a separate consent form. A case manager states that she needs two 
consents from the patient, one for the RLSIPA of the CLSC and a separate one for the 
CHU, hence if the patient does not grant the CHU consent, she can’t continue the 
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follow-up when the patient is in the CHU. This case manager questions that given that 
they are in the same LHN, maybe the access to the patient file can be simplified (by 
having a general consent form?) 
- Some hospital personnel may have access to the information files from the CLSC while others 
do not. This is perceived as a great obstacle in the coordination and continuity of care. 
o Social workers of the emergency unit and geriatrics unit have access to the CLSC file 
of the patient. 
o Some providers have a read-only access to the patient file, thus they can’t make any 
modifications. 
- Providers think that the RSIPA is not user friendly. Sometimes they have difficulties putting 
relevant clinical information onto the system. 
o Some menus have too many options, such that the providers have difficulties finding 
the one they are looking for. This is true for other information systems too. 
- Providers are generally satisfied with the IT, for it facilitates circulation of information. 
o Main obstacle is that not all programs, nor establishments are inter-connected. Hence 
providers may not have access to a patients file in another establishment of the local 
health network e.g. the home care nurse does not have access to the patients file at the 
family physicians clinic. 
- Some providers (auxiliary nurses) make paper notes, which do not figure on the information 
system. Another obstacle. 
- The GMF does not have access to the patient’s computerised file of the CLSC and vice versa. 
o The neurologist thinks that it is an aberration that the family physicians do not have 
access to the patient’s computerised file of the CLSC. He thinks that there can’t be any 
effective management of chronic cases without a functional health information system. 
He also thinks that the fax and telephone (voice mailbox) are not an effective 
communication system. 
- The individualised care plan (PSI) and OEMC are loaded on an information system. 
- A home care provider thinks that it is good that the notes he puts in the patients computerised 
file can be accessed in the hospital, since he does not go to the hospital. 
- Providers can communicate with the patient and caregivers via e-mail. 
o Given that patients may have difficulties contacting the provider during working hours, 
the e-mail option would permit a sure means of continuity of exchange of information. 
- This is how a specialist physician (neurologist) describes the usage of the information system 
when they care for a patient on case management: 
o The neurologist and his team (nurses) review the patient’s progress notes on RSIPA. 
These progress notes may be those of the case manager, other providers or other 
physicians. 
o They communicate with the case manager if need be by telephone. 
o They add their own progress notes on the RSIPA (consultation reports, nursing 
evaluations, physicians evaluation etc) 
- There is an issue of confidentiality of patient notes on the IT system 
- Electronic equipment: 
o All providers in this LHN do not have laptops for homecare visits.  
o There are laptops available at the CLSC that providers can take to the patient’s home 
during their visits. They do not systematically take these laptops during their visits. 
o A provider thinks that going to the patient’s home with the laptop creates a 
communication barrier with the patient. He prefers taking paper notes while at the 
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home of the patient, then filling his report in the computerised file when he returns to 
the CLSC. 
o A provider found it difficult to use the laptop for his progress notes during a homecare 
visit. Since that experience he has never used the laptop during a home visit. He takes 
paper notes which he later on transcribes to the computerised patient file when he 




- Minimum eligibility criteria: a provider must have at least 18 months experience in the 
geriatrics unit before applying to be a case manager in this LHN. 
- The duties of case managers are mainly determined by their LHN 
o Basically they coordinate all the services of the patient at every point of the LHN 
o Some duties are also in line with ministerial requirements. For instance SMAF social, 
PSI, OEMC are required by the ministry. They are used as evidence based data by the 
ministry and for research. 
o Case managers need to collect good data that would help in furthering an expressed 
ministerial goal: keeping patients at home for as long as possible. 
o Some case managers think that they do too much paper work and spend less time with 
their clients. 
- Case managers can be nurses , social workers or occupational therapists in this LHN 
- Thought they all coordinate patient care, they approach things differently depending on their 
disciplinary backgrounds. 
o For instance, the nurse case manager focuses on the physical needs of the patient while 
the social worker case manager focuses on the psychosocial needs of the patient. 
- Case managers evaluate the patient (at least one OEMC a year), sum up their needs, elaborate 
individualised service plans to meet these needs, and they would refer the patient to other 
providers for complementary services they are not able to offer. 
o Some case managers do more than one OEMC a year depending on the change in the 
state of the patient. 
o OEMC and PSI are also elaborated by other providers, eg at the geriatric unit of the 
hospital (UCDG) 
o Case management ends when the patient is transferred to a long-term care facility 
(CHSLD) or if they get better (more functionally autonomous). 
- Case managers feel that they are recognised by other providers in this LHN. Their credibility is 
recognised by the other providers. 
o When a patient on case management is hospitalised, the case manager (social worker of 
CLSC) is prioritised over the social worker of the hospital in the discussion of the 
patient’s case. 
Nursing assistants (infirmières auxillaires) 
- They are partners of the case managers/homecare nurses. 
o Their duties are assigned by the case manager. 
o Duties usually include: assisting the client when they wake up, sleep, bathe, hygiene, 
preparing food etc. 
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o A case manager describes them as “their eyes” for they spend lots of time with the 
clients and have to report any abnormalities to the case manager. 
- Community organisations employ nursing assistants, and contract them to the LHN. 
 
AEO (rapid evaluation team) 
- Acceuil, evaluation, orientation 
- Impetus: there is a long list of patients awaiting care from providers of the homecare unit of the 
CLSC, hence the LHN created a multidisciplinary team the AEO which quickly evaluates the 
needs of a patient, solves urgent issues and refer them to other providers for longer term 
management. 
o They do not have caseloads, nor do they follow-up patients for a long period of time. 
o See AEO Monteregie centre. 
- This team consist of a nurse, social worker, occupational therapist 
Other providers 
- Nurses, social workers, occupational therapists…  work in CLSC, hospital, long-term care 
facilities, rehabilitation centers etc of this LHN. Their duties are determined by the organisation 
and are related to their disciplinary functions. 
- Social worker at geriatric unit of the hospital : 
o Is responsible for communications between the treatment team and the family of the 
patient. This is also true for social workers at different units of the LHN such as the 
rehabilitation unit, the long term care facility or the day hospital, day center etc. 
o In the hospital the evaluation of needs of the patient are done by a team of providers, 
including the social worker. 
- MD, neurologist 
o Consults all types of patients with neurologic disorders including geriatric cases. 
o Works in theX: he consults admitted and out-patients. Acute cases from the emergency 
unit etc. 
o Works at X 
o Works at Clinique X  2 days a week 
- Social service worker (technicien en travail social) 
o Coordinate care of patients without complex needs. 
o Has a case load of about 180 patients who do not have complex needs (mild loss of 
functional autonomy), hence who do not need heavy care coordination.  
 Mainly profiles 1-4 SMAF or profiles 5-6 who are stable and have good family 
support. In fact those cases not eligible for case management. 
o They are the main providers (intervenant pivot) in these cases. They think that 
sometimes their roles are confused for that of case managers. 
 Case managers are mandated by the LHN to follow-up their patients in all 
organisations of the LHN while Intervenant pivot do not follow their patients 
when they leave the homecare-unit 
 Case managers have complex cases while intervenant pivot have simple cases 
 Case managers have fewer cases that they monitor more often, while 
intervenant pivot (sometimes up to 180 patient caseloads) have more cases that 
they monitor less often  
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Observations: The responsibilities of providers in this LHN seem to be well defined, and they are 
carefully assisted in their integration in the LHN. This may be due to the fact that this LHN served 
as the site for the PRISMA project. 
2.7. Provider values and ideals 
2.7.1. Provider values 
- Services offered to the population:  
The quantity and quality of services offered to the population depend on the preferences of each 
LHN. 
o A provider likes the fact that the CLSC X offers more services to its population than the 
CLSC X. He expresses the wish that more and more services should be offered to the 
population, especially given the fact that the government of Quebec was looking at 
standardising the quantity and quality of services offered by LHNs all over Quebec. 
2.7.2. Provider ideals 
- On integration of the LHN: 
o Providers think that inter-organisational and inter-professional links have been put in 
place and that more has to be done to routinize integration. She described it as “they 
have passed the changes of adolescence, and they now have to face the challenges of 
maturity”. 
- Better alignment of the units of the LHN. This would facilitates collaborations and promote 
patient centered delivery of services. 
- More training of providers on current health needs of the population, since these needs change 
with time. 
2.8. Care coordination 
- Case managers and intervenant pivots are the main providers assigned with coordination roles 
in this LHN (see 2.6 role) 
- Quality of referrals: 
o Only family physicians refer patients to specialist physicians in this LHN.  
o A specialist physician (neurologist) says that they reached out and did trainings and 
conferences in GMFs of the LHN. This resulted in the capacity building of family 
physicians in the handling of some pathologies, and enabled the appropriate referral of 
patients that needed to see the specialist physicians. For instance, the neurologist says 
that in this LHN, family physicians handle most cases of Alzheimer’s disease, and refer 
only those with complications. 
2.8.1. Inter-professional care 
- Shaky or unstable relationship between other providers and family physicians in this LHN; the 
respondent reports that it is easy to collaborate with some family physicians, while it is difficult 
to collaborate with others. 
o The CSSS reached out to GMFs (family physician’s clinics) to get on their opinions on 
what works best for them? How would they like the progress reports of their patients 
from other providers… long and detailed or short and concise? 
o The CSSS team which reached out to the different GMFs consisted of two managers of 
the homecare unit, professional coordinator and some case managers.  
o All-in-all the care coordination between the CSSS case managers and family physicians 
of the GMF has ameliorated, though much still has to be done to improve it.  
- Case manager reports that in the course of caring for her patient; 
o She regularly contacts the patients family physician  
o The family physician of the patient regularly contacts the case manager 
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o Case managers also contact specialist physicians and vice versa 
 The case manager cannot refer a patient to the specialist physician directly. She 
has to pass through the family physician, ie the referral must pass through a 
family physician. 
o She regularly contacts other providers (nurses, social workers, occupational therapists, 
physiotherapists, nursing assistants) in the LHN 
o She regularly contacts the managers of private residencies where her patient lives to 
discuss issues related to the patient 
o She regularly contacts community organisations which provide services that may 
benefit her patient 
- A case manager describes the nature of her relationship with a family physician thus; 
o She studies her patients health file and informs the family physician if there were any 
changes since the last evaluation 
o She asks for their opinions on certain situations 
o They discuss possible changes to the patients plan 
o She transmits information to the other relevant providers (nurses, social workers, 
occupational therapists, physiotherapists, nursing assistants) 
- Case manager describes nursing assistants as their eyes in the patient’s home, since they are 
required to report any relevant information in the course of their duties. 
- The case manager organises multidisciplinary meetings to discuss the case of a complex patient 
who is not doing well. 
- Specialist physicians refer complex patients to other specialist physicians when need be. 
o They usually do this by fax, paper referral forms or phone calls. 
- Intervenant pivots coordinate care for older persons without complex needs. 
o They sometimes organise multidisciplinary meetings to discuss the case of the patient. 
o They also collaborate with family physicians in the care of patients. 
- Referral forms between the evaluation team and the case management team. 
o There are special forms that the evaluation team fills when they are referring a patient 
for case management. 
- Case managers choose patients in their caseloads according to their practice profiles and 
individual preferences. 
o Nurses would choose those complex patients with predominantly nursing problems, 
social workers would choose patients with predominantly social issues etc 
o Some case managers would choose patients depending on their ethnic origins, cultural 
orientations, languages, migrants etc. this is to respond to the multicultural composition 
of the population 
2.8.2. Interpersonal connection 
- Specialist physician who refers his patient to another specialist physician thinks that calling his 
colleague and discussing about the patient facilitates the transfer process. He calls it “corridor 
meeting”. 
2.8.3. Information sharing 
- Regular intra/inter-organisational information sharing between different providers as described 
above 
- The case manager seems to coordinate the flow of information 
2.8.4. Communication  
- Different communication mechanisms; fax, telephone, face-to-face meetings, e-mail etc 




2.10. Point of entry into healthcare 
- Similar to 2.10 MC 
- Patients are referred to the common reception of the CSSS where a rapid evaluation of needs is 
done and then requests are transferred to the appropriate department. 
- Hospital admissions generally through the emergency unit. 
2.11. Programs 
- Caregivers relief program 
o A program to relieve exhausted caregivers, whereby the CLSC would subsidize the 
rental of an alternate caregiver. For instance if the cost of an alternate caregiver is $15 
an hour, the patient would pay $3.08 and the CLSC would pay the rest. 
 The alternate caregivers are supplied by community organisations. 
 This is a partnership between the CLSC and community organisations. 
o The case manager would have to present the file of eligible patients before a committee 
for approval. 
- AEO (same as for Montérégie) 
2.12. Leadership style and practice 
- Proactive leadership style: like identification of problems and development of strategies to 
address these problems 
2.12.1. Frontline leadership 
2.12.2. Organisational management 
- Team composes of organisational leaders and providers out-reaching to clinics of the territory 
to find ways to ameliorate collaboration between provides of the CLSC and family physicians 
of the GMFs. 
2.13. Challenges in care delivery 
- Too many patients request for services of the homecare unit, creating a backlog, hence resulting 
in long waiting times for the patients. 
- Case managers have too many files hence they focus more on care delivery/coordination and 
are not able to elaborate preventive strategies for their patients. 
2.13.1. Time pressure 
2.14. Status quo 
 
3. Organisation 
3.1. Organisational change 
- Since about 4 years, case managers are contacted more often by the hospital when their patients 
are admitted. 
o They are called minutes to hours after their patient is admitted to the emergency unit 
meanwhile in the past it took days if they were even called at all. 
o They are most often contacted by the internal medicine and geriatric units. They are 
less often contacted by the other speciality units. 
- Case managers feel that their functions are better recognised by the hospital providers and other 
partners of the LHN, though there is still much to do in that light. 
o In fact different providers seem to better understand the responsibilities of the others in 
the LHN. 
 
Prospects for change as expressed by the providers 
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- Better collaboration between the CSSS and the CHUS 
- An information system linking the hospital and clinics of the LHN. 
- More providers, because their duties have increased (doing the OEMC, paperwork, PSI etc). 
 
3.2. Human and material resources 
3.2.1. Time 
3.2.2. Funding 
- CLSC offers financial aid to patients that can’t afford some important services, within their 
budgetary limits. 
o There are more requests for financial aid than they can respond to. 
- CSSS subsidizes community organisations of the territory (see 3.2.2 Funding  MC) 
3.2.3. Human health resources 
- There are 32 case managers in this LHN.  
o There are averagely 230 patients with complex needs on the waiting list for case 
management, hence we can say that there is a shortage of case managers in this LHN. 
o NB: several providers recently left the case management team hence their caseloads 
were redistributed … why????? 
- As for intervenant pivots: there are 4 social service workers, 2 nurses and some social workers. 
o Given that their cases need little coordination of services, there is apparently no 
shortage of intervenat pivots in this LHN. 
- AEO team 
o 2 social workers, 3 nurses, 1 rehabilitation therapist, 1 psycho educator 
o In the past they had an occupational therapist, a physiotherapist and an inhahlo therapist  
- The neurologist deplores the fact that they have more resources (human and material) at the 
Clinique la memoire for consultation while little or no support at the CHUS. 
o At the out patients of Clinique X  he has a nurse social worker, orthophonist, 
neuropsychologist, occupational therapist etc… support which he does not have at the 
CHUS.  
3.2.4. Equipment 
- A responder mentioned a “prevention bag” pochette de prevention that providers of this LHN 
take to the patient homes, and which contains the contacts and information on the major 
services available in the LHN eg 811 etc. 
3.2.5. Training 
- Lots of training activities mentioned by different providers 
o Case managers have yearly training activities in spring and autumn 
o Training was done on how to use best practices guides. 
o Specialist physicians trained family physicians (GMFs) on the management of some 
pathologies. 
o Providers can request for trainings they want from the management eg a respondent 
says they requested to be trained in the management of anxiety since they discovered 
that lots of their old patients and care givers were generally anxious. 
3.3. Quality management and improvement 
3.3.1. Performance measurement 
- Providers collect data which is used to measure their performance: ISO SMAF scores etc by the 
ministry. 
3.3.2. Evidence based practice 
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- The OEMC is the main tool used at the homecare unit. 
o Providers complain that it is cumbersome (very long ) 
- Other tools are the SMAF, SMAF social and personalised care plans (PSI) 
- Evidence based practices which are privileged by the organisation are available in the intranet 
where providers can access them. 
3.3.3. Formal methods of quality improvement 
3.4. Organisational culture 
- A provider must have at least 18 months experience in the geriatric unit before applying to 
become a case manager. 
3.4.1. Organisational values 
3.4.2. Organisational vision 
3.4.3. Job satisfaction 
- Generally the providers in this LHN are satisfied professionally, but for the fact that more 
paperwork is added into their duties. This causes them to dedicate less time to their patients, 
hence they get to see fewer patients per day. 
3.4.4. Staff commitment 
3.5. Organisational design 
Structurally 
- This territory covered is that of the LHN of Sherbrooke. 
o This was created by the fusion of the territories of three CLSC; CLSC Speid, CLSC 
King Est and CLSC Camirand. 
o There are 4 rehabilitation centers and 4 long term care facilities on this LHN. 
o A hospital: Hôpital Hôtel de Dieu de Sherbrooke 
o A university teaching hospital : CHUS, is the UCDG here? 
o Institut de Geriatrie de Sherbrooke 
o Day center : 
o Day hospitals : 
o Several community organisations: 
o GMFs and clinics 
o Private residencies: intermediary residencies etc.. 
Functionally 
- Co-developmental meetings 
o Once every two weeks, providers of the home care unit meet to exchange ideas on 
topics of interest or difficulties they face in the field. They find it very enriching. 
Attendance at this meeting is on voluntary basis for any provider. 
- Day center with multidisciplinary teams of nurses, social workers, occupational therapists, 
physiotherapists etc. people with loss of functional autonomy come here and may be seen by 
providers or participate in adapted activities.  
- There is no geographical sectorization of case managers. Hence any case manager can have a 
patient from any part of the LHN. 
o Previously there was sectorization of the territory. De-sectorization was done 3 years 
earlier. Why? 
- Specialist physicians in the CHUS consult patients admitted in the hospital (eg from the 
emergency unit) and out patients (some are referrals from the home care unit). 
- Points of entry into health care 
o The CSSS reception is the first point of entry into health care.  
o AEO is the first point of contact for the home care unit. 
165 
 
 Interventions of short duration (AEO providers do less than 10 visits in all). 
 
3.6. Inter-organisational linkages 
- Multiple inter-organisational interactions in the LHN. Some of these are delineated below. 
- CLSC and hospital 
o Case manager interacting with treatment teams of the hospital. 
o When a patient is discharged from the hospital to the CLSC, they come with a 
hospitalisation report. 
o The quality of interaction differs with different units of the hospital. 
o The CLSC has placed a nurse as a liaison agent in the emergency unit of the CHUS. 
Her responsibilities are to identify patients who are admitted and to link them up to 
their intervenant pivot. That is she informs the intervenant pivot in the morning that 
these patients were admitted. This is different for case managers, who receive a 
computerised list every morning of patients on case management. 
- CLSC and GMFs 
o Case manager and family physician interactions 
o Case manager and other providers of the GMF (nurses, social workers etc) 
- CLSC and private residencies 
o Case manager regularly concerts with the providers/management of private residencies 
where her clients live. 
- CSSS and community organisations 
o CSSS management signs partnerships with community organisations including 
subsidies for services offered to the population 
 Providers send request forms to the community organisation indicating the 
services needed by the patient. Generally these requests are prioritised because 
of the partnerships between both organisations. 
o Providers inform patients/caregivers which services they can benefit from the 
community organisations. 
 Providers may advocate on behalf of users who have difficulties in 
communicating with community organisations. 
- CLSC and day center 
o The case manager regularly orientates the patients there for services. She sometimes 
has to concert with the providers of the day center.  
- CHUS and  geriatric institute 
o The neurologist would transfer some complex patients to colleagues in the geriatric 
institute 
- Hospital and day hospital 
o The physician in the hospital does not have access to the patients file in the day 
hospital. 
- Between clinics of the territory 
o  Family physicians of GMFs referring clients with cognitive disorders to specialists at 
the Clinique de la memoire. 
3.6.1. Interpersonal connection 
- Sometimes the CLSC providers that have difficulties communicating with the family physicians 
of the GMFs would pass through the nurses of the GMFs. 
3.7. Organisational reputation 
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- Neurologist is frustrated by the fact that family physicians do not want to send patients to the 
Clinique la memoire because it had a reputation of long waiting times. In fact they had 
undergone changes and outreaching to change this reputation, but it takes time to sink into the 
other providers. 
3.8. Whanau Ora 
N/A 
4. Macro-Level Environment 
4.1. External organisational context 
- Lack of regional norms for the LHN. 
o Different organisations of the LHN have their own ways of doing things. There is no 
normative document for the LHN of older people. 
- The ministerial certification of private residencies as autonomous or semi-autonomous 
o By law the providers can only refer patients to certified residencies. There is an updated 
list that helps them know the certified residencies. 
o Providers may go to some residencies to for services depending on their certification. 
This certification does not have any real clinical relevance. 
- Economic context: budgetary restrictions 
o Budgetary restrictions lead to a reduction in the quantity and quality of services offered 
by the CLSC to its patients. Hence if patients wanted these services they had to pay for 
them in the private sector (community organisations) 
o Some subsidies to the community organisations were reduced/stopped, leading to a 
reduction in the quality and quantity of services they offer to the population 
o Providers complain that with budgetary restrictions the CSSS does not hire anymore, 
though they need more providers. 
4.1.1. Risks to the organisation 
4.2. External politics 
- Law 10 of 2015 
o Uncertainty on the functioning of the LHN with respect to the recent mergers 
o Administrative complexity due to numerous intermediaries between the providers and 
managers as the organisation gets bigger. Distancing of managers from the providers. 
o Multiple hierarchies result to a waste of time. 
o Provides think that they have less and less power, because they have to often refer to 
their superiors  
o Provides think that their opinions do not count in the organisation, and they are less and 
less consulted as compared to 10 years ago 
o On the mergers, a provider says the bigger they are the more difficult it is to manage 
and the less they talk, more information gets lost,  care is less focused on the patient 
o They get lost in the big structure as providers, and they get less motivated because they 
feel that their opinions do not matter ie management does not seek their opinion. 
- Providers think that the main impetus for the 2015 organisational reforms were to save money. 
o They think that actually not much money would be saved because lots of changes have 
to be implemented, names changed etc which cost money in the short term. 







Providers summary: Semi-Urban LHN. CASE 3. 
 
This LHN spans the territory of the former CSSS X which is located in the north of the province of 
Québec. This LHN is largely a rural setting with some urban areas. There are fewer health units, 
fewer providers and these providers cover longer distances in order to provide care as compared 
to the other two cases. All these factors would have an impact on how the LHN for older people 
was implemented in this setting. 
 
Provider Function/location 
Ai001 Social service worker/homecare 
Ai002 Social service worker/homecare 
Ai003 Social service worker/AEO 
Ai004 Psycho educator 
Ai005 Social worker /programme defi santé 
Ai006 Nurse/homecare 





1. Patients and caregivers 
1.1. Patient complexity 
- Providers perceive complex socio-sanitary needs as a patient with  
o Multiple physical ailments which increases the severity of the state of the patient 
o Pre-terminal and terminal diseases 
o Illness plus psychosocial problems 
o mental health problems 
o physical disability (handicap) 
o a combination of several of the above factors 
1.1.1. Mental health 
- Mental health is clearly distinguished as a factor of complexity for a patient, and in this LHN, 
complex patients are only followed up by experienced providers. 
- Care plans are elaborated with surrogates of the patient 
1.1.2. Patient context 
1.2. Focus on caregivers 
1.2.1. Caregiver stress 
168 
 
- Care giver stress is acknowledged as a big problem by the providers of this LHN. Certain 
measures are put in place to deal with caregiver stress such as: 
o When elaborating the patients care plan the providers try as much as possible to avoid 
activities that would increase caregiver stress or increase stress of the residence 
where they live. 
o Providers identify the caregivers of their patients, dialogue with them to understand 
their issues, reassure them and organise measures to offer them relief if need be. 
- A provider says the three main problems faced by caregivers are 
o Excessive worrying (she gave the example of a caregiver who is so worried that at any 
time the provider tries to explain the state of the patient, she just starts crying 
inconsolably). 
o Feelings of guilt (such that some of them even refuse relief despite their exhaustion) 
o Some are as aged as the patients with their own health problems: she gave the 
example of a patient with alzheimers disease being cared for by his aged wife with 
presbyacousis (in the night when she removes her hearing aids, he usually gets out of 
the house without her knowledge.) 
1.2.2. Financial status 
1.2.3. Language 
1.2.4. Culture and ethnicity 
1.3. Focus on community health 
2. Care delivery 
2.1. Patient and family engagement 
- Provider discusses the treatment plans with all patients that have the capacity to make 
decisions. This is usually done at the evaluation phase of care delivery. 
o she discusses her role as the provider 
o she discusses the objectives of care (mainly to maintain their capacities and to 
compensate for their incapacities so as to maintain them at home and not in an 
institution)  
o discusses the community resources available for the patient 
- As for patients with advanced loss of functional autonomy (SMAF profiles 9-12) the provider 
would discuss the care plan with the caregivers/family, since these patients generally have lost 
the capacity to understand the provider. 
o The provider still does the discussion in the presence of the patient, even those who 
she deems that have lost capacity for decisions. 
- A provider says that she always makes the patient (or surrogate) sign the initial care plan that 
they elaborated together. 
- Some families are more available to discuss the care plan with the provider than others. 
o She may not make them sign subsequent modifications of the care plan.   
2.2. Patient centered care 
- Similar to the X and X cases, providers in this LHN put the needs of the individual at the 
forefront of care. This is done by the elaboration of individual care plans in three phases, i) 
evaluation of needs of the patient, ii) elaboration of a care plan in collaboration with the 
patient, and iii) implementation of the care plan   
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- The social service worker says she does PSI (individual service plans) for his patients. These 
plans outline the services needed to meet the patients’ needs across disciplinary lines. 
o Sometimes the nurse may elaborate a care plan (PI, plan d’intervention) which is 
disciplinary to achieve a specific objective. 
- One provider (a social service worker) who elaborates individualised service plans for her 
patients is not sure whether the other providers read it  
- It should be noted that three sorts of treatment plans were mentioned by providers in this 
case. Some providers find these different plans frustrating. 
o PSI plan de services individualisés 
o PI plan d’intervention 
o PII plan d’interevention intersidcilinaires 
- The nurses do the treatment plans for the patient. The nursing assistants implement these 
treatment plans, hence the NPs have to regularly update the treatment plans. 
o A home care nurse says she never does the PSI or PII 
2.2.1. Controlling patient cost 
2.2.2. Advocacy 
- Providers have to “defend” the file of a patient with advanced loss of autonomy before a 
committee of the LHN, in order to receive some services of the LHN. 
- A provider describes how she had to “fight” for her patient with mental diseases to be 
admitted in the hospital when she had a decompensation in her health state. 
2.2.3. Cultural sensitivity 
2.3. Self-management support 
- A provider describes an instance where they had to take care of an aged alcoholic. 
o Part of their management plan included training the patient to keep his 
surroundings cleaner, to dispose of stale food and to feed himself better. 
- A provider says that they always have in mind the restitution of the autonomy of the patient in 
all their care plans. 
- Another provider explains that they dialogue with their patients, train them and offer them 
“means” to be autonomous. 
2.3.1. Goal setting 
2.4. Patient education 
- Providers indicate that they communicate and educate their patients regularly in the bid to 
promote their autonomy.  
o The primary objective of the LHN is to ensure that patients are given the optimal 
care in their natural habitat ie their homes. Hence patient education helps them to 
adapt to activities that the providers deem necessary at home. 
2.5. Information technology 
Health information systems 
- RSIPA: all providers of the LHN are trained to have access to this system 
- SIC plus: health information system used by the providers of the homecare unit 
- iCLSC:  
- Lotus system: is technically not a HIS, but this is the system through which providers exchange 
emails (courier system). 
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- A social service worker indicates that nursing assistants of this LHN use a health information 
system that she does not have access to. 
- Providers are frustrated by these multiple systems, one respondent even gave an example 
where she needed training to use her information system, and the person sent to train her 
was used to a totally different information system. 
Providers perspectives 
- Some providers deplore the fact that they are required to make their notes twice; once in the 
SIC Plus and another time in the RSIPA since their partners (esp the hospital) do not have 
access to the SIC plus. This results to time loss in duplication of information. 
o One provider even questions whether they should abandon one of the two 
systems? 
- The providers of the hospital do not have access to the SIC 
- Comments  on the SIC Plus system 
o A provider of the homecare unit says given that the entries are in chronological 
manner, she gets to see all interventions done by other providers on her patient, 
the latest first, hence she has a good view of the patients state over the last 
weeks. 
o Leaving progress notes on the SIC results to less need for communication between 
providers. Since they can review the actions of the previous providers who left 
notes.  
 This is important because a provider indicates that due to the SIC she has 
less need to talk to her nursing colleagues, and she never needs to talk to 
her nursing assistants (since she leaves the instructions on the system) as 
compared to 10 years ago. 
 Some of the older providers (old school types) still prefer calling their 
colleagues instead of consulting the patient files. Especially when the 
needs of the patient are really complex and they think that the patient has 
significantly deteriorated. 
o Providers think that the fact that the SIC now recognises their electronic signature 
is progress in the right direction. 
o The treatment plan of the patient is available on sic plus 
o The work shifts of nursing assistants is available on this system, hence pther 
provides can know who works where and when. 
- The RSPIA system qualifies the level of autonomy of the patient   
- Sometimes the clinical information data are not updated 
o A provider says that generally the files held by social workers are up to date while 
those held by nurses usually lag behind. 
- Providers complain that both health information systems freeze regularly. 
- Sometimes the HIS can be cumbersome to use. Measures should be taken to simplify them 
o For instance notes should be displayed in chronological order 
o SIC  seems to be more user friendly than RSIPA 
- Some providers such as occupational health therapists, physiotherapists etc do not have 
access to RSIPA. But they have access to SIC. 
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- A provider appreciates the progress from paper files to computerised patient files, and says it 
would be better if they could find a system that links up the major stake holders of the LHN. 
o Also they should standardise the policy on access to information, because each 
unit of the LHN has different requirements in terms of the procedure to access 
health information. 
- Some medical clinics of the territory do not have health information systems, and providers 
have difficulties accessing patients information from them 
Mechanisms for exchanging information 
- Health information systems : RSIPA and SIC Plus 
- By telephone (providers to providers, patients to proividers) 
- By fax 
- By email 
2.6. Role 
- It has been proposed that new providers in this LHN be mentored (“marrainage”) for about 
two weeks by more experienced providers, so as to facilitate their transition in the teams and 
to clarify their individual roles. 
o This mentoring is not yet routinely done in the LHN  
The roles of some providers in this LHN as described by our respondents 
- Social service worker (of the homecare unit of the LHN) 
o Role of mediator : All the social service workers of the homecare unit have this 
mediators role between different actors of the LHN 
 for  instance when the patient is discharged from the hospital, the ssw 
serves as a link between the hospital and the residence/Family;  
 respondent explains that in such a case he calls the residence and asks if 
they were ready to receive the patient 
 explains to the residence what modifications they have to do in the living 
conditions of the patient 
 Explains the changes in the patients state to the family and enquires of 
they were able to take care of him? 
- Social service worker AEO 
o Evaluation and orientation of patient requests 
- Nurse homecare unit (main provider or intervenant pivot) 
o Take patients  with loss of autonomy  or palliative care  
 Loss of autonomy may be physical (discharged from the surgical 
department of the hospital) or cognitive (mental healthissues) 
o They meet the patients depending on the needs, more complex patients need 
weekly visits and less complex patients may even be seen twice a year 
- Nurse practitioner (homecare /SAPA reception) 
o Role at the SAPA reception 
 Receive request of services from all over the territory, screen them and 
forward them to the appropriate departments of the LHN; eg to the 
homecare unit for nursing services there etc 
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 They evaluate the requests, call the patients for more information, 
prioritise the requests and forward to the appropriate unit for 
management. 
o Role at the homecare unit 
 Given that they are usually the most experienced nurses of the LHN, they 
usually have a case load of complex patients to follow-up 
 They are technically not case managers in this LHN, but they ensure the 
continuity and quality of care provided to patients in their case loads. 
- Psycho educator 
o Psycho education is kind of a new profession in the homecare unit of this LHN. 
o Supports the social workers in the management of patients with complex 
behavioural and psychologic symptoms related to dementia (SCPD, sympthomes 
comprtementaux et psychologiques liées à la démence) 
o Evaluates, prepares intervention plans, implements the care plan and monitors 
the above patients. 
 She says she is like a case manager for SCPD patients. 
- Home support (auxillaire familiales) (nursing assisstants?) 
o Help bathe patients 
o Help patients with physical needs eg handicapped patients 
o Some nursing activities can be delegated to home assistants: Dispense some 
medications, colostomy care etc 
2.7. Provider values and ideals 
2.7.1. Provider values 
- A provider is satisfied with the way integration of services for older people was implemented 
in this LHN: she gives the example of services such as the delivery of medications at the homes 
of patients and the efforts to help the patients to stay home longer. 
- The health system should prioritise a person centered approach, preventive measures and 
self-management support for the patient. . 
-  
2.7.2. Provider ideals 
- Ameliorate accessibility to services: providers deplore the fact that patients have to wait 2 
months or more before having access to homecare services. 
o They are not sure whether just increasing the number of providers would solve the 
problem 
- Ameliorate interprofessional collaboration: the provider thinks that they have to ameliorate 
the inter-professional concertations 
o The provider thinks that interdisciplinary meetings are not enough to enhance 
interprofessional collaborations. She says that providers are rarely in the same 
physical space and it is really difficult to unite physicians, nurses, social workers etc 
who work in different units of the LHN. She gave the example of the rehabilitation 
center where different professionals (occupational therapists , phsyiotherapists, social 
workers) work in the same unit and that facilitates their collaboration. She also 
indicated that it is difficult to organise meetings with nurses working in the rural areas. 
- Ameliorate the flow of information: 
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o  the provider thinks that it would be great if all the providers used one information 
system, put up their progress notes and evaluation notes.in this case al the patients 
information would be in one place and the providers should have the reflex to consult 
these notes too. 
o They should ameliorate telephone meetings too because as she explained, going to 
the hospital takes time and parking space. This could be avoided by telephone 
meetings. 
o More information should be provided to stakeholders (patients and providers) on the 
services available in this LHN.  
- Related to her employer: 
o  The respondent uses the example that in the past she just sent the file of a patient to 
the “committee cas complexe” but now she has to present the case to this committee 
and it takes lots of time  which she could have put into other duties. 
o More confidence on the part of her employer. She uses the example that she has to 
justify her routine by filling an diary which is time consuming. 
- Increase the aid to caregivers, because they bear the brunt of the care of the patient, an some 
of them actually get ill because of these responsibilities. 
2.8. Care coordination 
- Main providers in this LHN are required to organise interdisciplinary meetings to discuss the 
cases of their patients.  
o A respondent deplores the difficulties it takes to organise these meetings: she says 
that  
 not all cases necessitate an interdisciplinary meeting 
 The main providers are responsible for all aspects in the organisation of these 
meetings, such as;   finding time for the meeting which is suitable for 
everyone, reserving  physical space for the meeting, and making a report of 
the meeting. 
 Organising these meetings are cumbersome and this has an impact on the 
continuity of care. 
- While elaborating the patients care plan, the provider would invite any pertinent provider to 
provide inputs, sometimes in multidisciplinary meetings. Especially for aspects of care which 
are not part of her disciplinary training, for instance the social worker would invite the nurse 
to ameliorate aspects of nursing care in the patients care plan. 
- Nurses of the homecare unit have time slots for munltidisciplinary meetings at 3:00 pm daily. 
- In this LHN time used to be allocated for multidisciplinary meetings to discuss complex 
patients cases (rencontres cas complexes). (per social service worker) 
o The respondent deplores the fact that those timeslots have been abolished. To 
compensate for this, they try to discuss such cases or organise such multidisciplinary 
meetings during their clinical committee meetings (twice a month). 
o The clinical committee meeting which occurs twice a month is not enough to discuss 
rapidly changing cases. 
o She is not sure exactly why the time allocated for multidisciplinary meetings was 
abolished. 
- Some care coordination mechanisms 
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o Informal telephone meetings between providers 
o Mandated multidisciplinary meetings between providers 
o Clinical committee meeting twice a month 
o When a patient leaves the hospital for the homecare unit, a provider from the hospital 
calls another provider in the homecare unit. There is no formal mechanism of 
coordination like a liaison nurse etc 
2.8.1. Inter-professional care 
- A social service worker says that they generally have better working relationships with 
physicians who do homecare visits, for they seem to better understand the duties of social 
workers, better understand their working conditions, how social workers  work and why they 
are involved in care, in fact they are on the same wave length.  
o This same respondent says that they have mere difficulties working/collaborating with 
hospital based physicians because because the relationship is more of 
“directives”(following orders), she thinks that they do not understand the role of 
social workers at the homecare unit. She thinks it is due to the hospital 
mentality/culture which does not appeal to her. The hospital mentality she describes 
stems from the fact that it is a very large “machine” (organisation)  which focuses on 
working faster (productivity????) 
- Homecare social service workers  get to attend interdisciplinary meetings with hospital 
providers. 
o The respondent gives an example where when preparing the discharge of the patient, 
the physician would inform her and she would evaluate the possibility of the patient 
to move to his residence by asking questions like can he climb 10 stairs? She usually 
consults the physiotherapist, or in the case of complex patients, she would involve the 
family too.   
- The social service worker says her main collaborators in the homecare unit are the nurses and 
the nursing assistants. 
o The same respondent says that the first thing she does when she receives the file of a 
complex patient is to contact the providers who had previously managed the patient. 
- A social service worker deplores the fact that there is no mechanism to inform her when her 
patient is admitted in the hospital. 
o Furthermore, she is not informed of the evolution of the state of her patient in the 
hospital. 
o If she needs any information on her patient in the hospital she would have to go there 
herself. 
o She mentions that there is list that is updated daily; that is the hospital sends a list to 
the homecare unit of patients in their care and the providers of the homecare unit 
would have to go and consult that list to know if their patient is admitted. So in 
essence what she deplores in the fact that she is not systematically contacted 
individually (like by phone or courriel etc). 
- A respondent describes an informal form of coordination where she and a nurse are 
responsible for the care of a patient, they agree that whenever each provider visits the patient 
at home, they would call the other provider to update them on any peculiar situations they 
noticed. Hence they end up having weekly updates on the condition of the client. 
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- Another problem of inter-professional care and communication in this LHN is that nurses do 
their home visits in the morning while social workers do their home visits in the afternoon. 
o Hence they do not meet at the home of the patient, they have difficulties organising 
meetings together, and sometimes they are not available for phone meetings  in the 
afternoon. 
2.8.2. Interpersonal connection 
- Providers in this LHN would informally meet more experienced providers when they have 
difficulties managing a patient. 
o The respondent describes an instance where she helps a junior colleague solve the 
issues of a patient through informal information sharing.  
2.8.3. Information sharing 
- There are formal and informal mechanisms of information sharing in this LHN 
o Mandated multidisciplinary meetings 
o Informal provider-provider communications 
- A provider deplores the fact that recent organisational changes have made it more difficult for 
information to circulate in the LHN 
o She uses the example that the nursing assistants are required to make their progress 
notes in a health information system, but she (a social service worker) does not have 
access to that information system, hence does not have access to those notes. 
o Other examples she used are related to the fact that she is not informed on the 
progress of her patient by other providers. 
2.8.4. Communication  
- A provider thinks that  recent organisational changes to the LHN have deteriorated 
“dehumanised” the inter-professional communication between healthcare providers. She 
thinks that there is less communication between providers.  She brings forth two points: 
o The organisation now has a “go go go” logic: meaning the organisational logic of 
productivity?? 
o And she feels that reading a patients computerised health file does not replace a face 
to face conversation with another provider. This may mean that the clinical 
information sytem should not replace multidisciplinary meetings  
2.9. Co-location 
2.10. Point of entry into healthcare 
- The reception of the CSSS is the single entry point for services of the homecare unit of the LHN 
o All requests for services of the homecare unit, be it from the hospital, the individual 
patient or other providers, they all pass through the reception of the CSSS. 
o Then they are forwarded to the AEO of the homecare unit (a specialised rapid 
evaluation unit) of the homecare unit which does an initial evaluation of the needs of 
the client. 
- The reception of the CSSS 
o There are two nurses at the reception. They each work one week on two 
o There are social workers at the reception 
o Providers of the reception may contact the hospital for additional information on a file 
that was referred to them. 
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- Accessibility issues related to the entry point: Providers deplore that there is usually a delay 
between the request for services and the provision of services to the client at this entry point. 
Sometimes the client’s needs (health state) have changed by the time that they are granted 
the services requested.  
 The respondent describes the process of receiving a request, evaluating the 
patient needs, elaborating a care plan, presenting the file to the complex 
patients committee for acceptance, before delivering the services may take 
weeks to months… if it is even accepted by the committee! 
o we identified these potential delay periods; accessibility issues: 
 delay between the request for services by the client and the opening of the 
file by the provider (may be months depending on the backlog) 
 delay between the opening of the file by the provider and evaluation of the 
patient (days to weeks) 
 evaluation of the patient and elaboration of a care plan (hours to days) 
 Presentation of the patients file before the complex patient committee of the 
LHN (????) 
 delivery of services after acceptance of the file by the complex patients 
committee of the LHN 
- a respondent of the homecare unit describes the progression of a patients request as such 
o the initial request for services of the LHN is sent to the reception of the CSSS 
o the reception sends the file to a provider to evaluate the needs of the patient 
o then the evaluator would prepare a file that she presents before the complex patients 
committee of the LHN 
o the complex patients committee decides which providers (nurses, social workers, 
physiotherapist, nutritioniist…etc) would be needed by the patient, and even the 
community resources (community organisations) that the patient would need. 
 Generally if the main needs of the patient are physical the main provider 
would be a nurse, if they are soci-psychologic the main provider would be a 
social worker. 
o Then the main provider (generally not the person who did the initial evaluation) would 
coordinate the services of the patient in the LHN. After approbation of the above 
committee. 
- This complex patients committee is called “La table coordination des services”. 
-  
2.11. Programs 
The AEO (Acceuil, evaluation et orientation) 
Similar to that of the other two cases studied. 
- All request for services of the LHN are sent to the reception of the CSSS 
o A nurse or social worker does a pre-evaluation of the requests. Those that are related 
to the homecare unit are forwarded to the AEO team. 




o Priority 1: needs care immediately. the most severe cases; complex patients with 
severe health needs; needs intense care coordination 
o Priority 2: needs care in a month: 
o Priority 3: needs care in a year; may benefit from services from the day center etc. 
2.12. Leadership style and practice 
2.12.1. Frontline leadership 
- The frontline leadership in this LHN seems to be appreciated by the providers.  
- Many examples are given when the provider reaches out to the administration/superiors in 
order to address a difficult situation: for instance, 
o A provider says that when she is has difficulties with the complexities of a difficult 
patient, she just mails her superior explaining the situation and they set up a meeting 
to solve the problem. Usually they help her organise the services that he patient 
needs, aiming at avoiding the hospitalisation of the patient. 
Are there any formal mechanisms for clinicians to reach out to their clinical supervisors? What 
about superior management? 
2.12.2. Organisational management 
- Provider seems to deplore the fact that some organisation managers do not consult them 
(experienced providers) when taking certain decisions which impact clinical care. 
o She describes the situation as “we are disorganised at the head (of the 
organisation”) 
o She describes the managers as “Know-alls” who do not consult the providers. 
Precisely the program head. 
- A provider fears the “dehumanisation of care” 
o She describes that the current ideals of management is to quickly transfer patients 
care to the homes. Hence resources are put to achieve that objective, at the 
expense of the judgement or input of providers, who may decide that a given 
patient may fare better in the hospital. 
2.13. Challenges in care delivery 
- Providers find it difficult to engage patients and deliver care simultaneously 
o Providers of this LHN are obliged to inform patients and share decision making 
with them. They complain that it takes a lot of time to discus and inform the 
patient, and the fact that they have large caseloads doesn’t help. 
- Loss of professional autonomy 
o Previously providers could decide and attribute services to the patient. Now the 
approbation of committees before delivering services to the client. a provider 
describes it as a ‘yoyo game” where they move from one committee to the other. 
o This can be explained by the fact that there are few available spaces in the 
residences, budgetary limits etc. in fact the resources are not available to give 
optimal care to all patients hence they have to prioritise . 
2.13.1. Time pressure 
see the previous section. 




3.1. Organisational change 
- A provider (nurse) is pleased that the organisation (CSSS) is progressively adding nursing 
assistants in its work force. Having nursing assistants facilitates the coordination of services in 
the home care unit.  
o The nurse would designate certain activities for the nursing assistant while doing 
other activities themselves. 
- It is expected that some social workers of the CLSC would soon be working with physicians in 
their clinics (GMFs) 
3.2. Human and material resources 
- Generally, providers in this LHN are concerned about lack of resources: human resources (such 
as auxiliary nurses, social workers etc), material resources (not enough nursing homes for the 
patients), and by extension they don’t have time to deliver optimal care for the patient. 
3.2.1. Time 
3.2.2. Funding 
3.2.3. Human health resources 
- The psycho-educator explains that she realised that the providers working in the “Residence 
Champagne” were not adequately trained to manage patients with cognitive disorders. 
o Hence she trained some and also supports them in the management these 
patients. 
- Lack of personnel. People don’t want to stay there because of some remote areas 
3.2.4. Equipment 
- Lack of nursing homes  
- Lack of material resources 
3.2.5. Training 
- A provider deplores the fact that they do not undergo regular training activities in the LHN 
o She appreciates that fact that the psycho educator of the LHN trained them in the 
management of patients with cognitive disorders 
o She says they need more training in the palliative approach, end of life care,  
- Providers of the homecare unit deplore the fact they can’t supervise college (CEGEP) students 
o Providers mainly complain that they don’t have time for the supervision due to 
their workloads and duties. 
3.3. Quality management and improvement 
3.3.1. Performance measurement 
- The social service workers of the homecare unit says that the social workers in the LHN usually 
comes to collect data on: 
o The services they offer in the home care unit 
o How they work in that unit 
o Check their OEMC on the RSIPA 
- Self-evaluation whether she has achieved the objectives she set for herself when she is 
updating the OEMC of the client. 
- Every three months the social workers are evaluated with their team heads in order to balance 
their caseloads 
o This balancing act can sometimes be difficult 
3.3.2. Evidence based practice 
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- The main tool used is the OEMC, the multidisciplinary evaluation tool, which is incorporated in 
the RSIPA health information system 
o It gives an overview of the state of the client. 
- Providers are required to maintain the OEMC up to date. 
o All providers are trained to do the OEMC 
o Most providers revise the OEMC when there is a significant change in the patients 
state: e.g. after a hospital admission, deterioration of the clinical state etc 
o Or they do the yearly update 
- Providers deplore that OEMC does not cover some important aspects of personality, or 
behavioral disorders etc 
o Also the OEMC is long and cumbersome 
- The social SMAF does not change the Iso-SMAF profile of the client 
- The social SMAF helps to classify data that was previously not classifiable under SMAF 
(basically related to the social situation of the client). 
o Not very satisfactory… more work has to be done on it. 
- Some providers do not fill all the fields of the OEMC 
- Some providers give more details in their OEMC notes than others 
- Some providers may take up to 2 hours or more to do just one OEMC. 
- Social workers feel that they compensate for the other providers in filling the OEMC 
o The nurses, occupational therapists etc complain that they don’t have enough 
time to complete the OEMC. 
3.3.3. Formal methods of quality improvement 
- The social service workers described two official mechanisms when she faces difficulties with 
the case of a complex patient. 
o The clinical committee: holds every two weeks. Composed of all social workers, a 
psycho educator and her team head; she can discuss the case there and get the 
opinion of her peers. 
o Complex situations committee: holds every morning; for issues like delocalisation 
o the patient etc 
3.4. Organisational culture 
3.4.1. Organisational values 
- Social workers claim to collaborate more with doctors from the CLSC that those from the 
hospital, because those from the hospital just give orders, and this does not suit them. She 
prefers collaboration not receiving orders. 
o They attribute this to the mind-set (mentalité) of the hospital providers.  
- Providers would like that new providers be mentored in order to facilitate their integration 
into the homecare teams. 
3.4.2. Organisational vision 
- The organisation is actively thinking of instituting case management in this LHN since about 
two years 
o Case managers would take fewer number of cases, but all of these cases would be 
complex. 




3.4.3. Job satisfaction 
- Most providers in this LHN complain of being burned out by excessive work. Some say their 
colleagues have even resigned.  
3.4.4. Staff commitment 
3.5. Organisational design 
Structurally 
- One local community health center 
o This has a homecare unit (“direction du soutien à domicile”): most public healthcare 
providers who ensure care to homebound patients work in this unit 
- One hospital  
o No geriatric unit at the hospital. They just work with the CSHLD 
- One long term care center (which has a day center in it) 
- Private residencies 
o 3 residences X: residences X have their own employees who work in collaboration with 
those of the CSSS to care for the patient. 
o Residence le X 
o Pavillon X with three residencies 
- Private clinics 
o GMF 
o Clinique de la X 
- Single entry point : “guichet unique SAPA” 
Functionally 
- The homecare unit has a clinical committee meeting twice per month 
- The homecare unit has a complex situations committee (“comité consultative cas complexes”) 
that meets every morning  
- Social workers of the homecare unit 
o Work in geographical sectors (same as for CCLM). Including rural sectors. 
o Social workers have designated nursing homes in their territory. Hence the 
management of the nursing home deals with the same providers and the providers get 
to better understand the nursing home as a whole. 
- Nurses of the homecare unit 
o Nurses also have geographical sectors 
 The LHN is divided into 10 nursing sectors. One nurse heads each of these 
sectors. 
 Generally each sector is composed of a village part of the town and a nursing 
home 
 Secteur d’X: one small village (X), part of the town (X) and residence X 
o Nurses can take patients from other sectors  
 Nurses averagely have a case load of about 50-60 patients 
 Mixed caseloads: like 40% patients with functional deficits, 30% with 
physical deficits, the rest are generally simple patients who do not 
require intensive care coordination (eg post op etc) 
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 When the nurse in a given sector has too many cases, she may request for 
help from other nurses 
 When a nurse has just too little cases in her sector she may decide to help 
other nurses in another sector 
o Cases are distributed according to their home addresses 
3.6. Inter-organisational linkages 
- Multiple inter-organisation interactions in this LHN. Some of them are presented below. 
- Providers of the homecare unit say that they mostly work with community organisations such 
as centre benevolat or intrépide.  
o Most services required by the patients such as nursing assistants for hygiene are 
offered by community organisations.  
o Nursing assistants are usually employed by community organisations while the other 
professionals (nurses, s/w etc) are usually employees of the CLSC 
o Providers refer patients for services in community organisations 
- The CLSC “lends” providers to the clinics of the LHN (GMFs).  
o A partnership where CSSS employees work with doctors in group practices in the 
community so as to enhance accessibility of care for the population. 
- Providers of the CLSC follow-up patient in private residencies 
o They collaborate with the management and providers of these residencies. 
o Sometimes the residencies have different evaluation tools: an example; the Claire 
foyer residency has a different evaluation tool from the OEMC, hence providers have 
to also fill their evaluation tool, which is seen as duplication of efforts (since the Claire 
foyer evaluation tool is very similar to the OEMC). The provider says the OEMC is 18 
pages long and the Claire foyer evaluation tool is 12 pages long! 
- Main providers of the CSSS of this LHN are required to follow-up their patients who are 
admitted in the hospital. 
o Some obstacles in this collaboration is the fact that nurses regularly change their shifts 
and units, hence the homecare providers have difficulties maintaining a permanent 
relationship with hospital providers. 
o Some hospital physicians do not seek the opinion of homecare providers when 
managing the patient whilst other physicians do.  
- Homecare providers of the CLSC have designated residencies of the territory where they 
monitor patients. 
o Hence the administrators of the private residencies have to deal with a restricted 
number of providers, and this facilitates collaboration. 
o The residencies generally implement the individual care plan elaborated by the main 
provider. 
3.6.1. Interpersonal connection 
3.6.2. Organisational reputation 
3.7. Whanau Ora 
4. Macro-Level Environment 
4.1. External organisational context 
- Rural areas: A provider explains that it is sometimes difficult to recruit people to work in the 
rural areas of the LHN, hence hindering the progress of activities there. 
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o She gave the example of the rural area of X which has a shortage of providers due to 
difficulties to recruit workers there. Hence when she refers patients for care in that 
area, there is nobody to provide the care. 
- The ministry of health does not want any waiting list at the homecare unit, hence homecare 
providers find themselves being overloaded with patients. 
o The respondent describes it as a transfer of the wait list: that is, if she has an excess of 
20 patients in her case load, she would delay before seeing them thus the wait time 
has just been transferred from the homecare unit to the provider. 
- About two years ago the ministry decided that the main providers have to do the whole OEMC 
by themselves. Previously each provider would do the section that they are comfortable with 
(nurses, social workers etc). Given the cumbersomeness of this tool, the providers are not too 
happy. 
4.1.1. Risks to the organisation 
4.2. External politics 
Law 25 of 2004 and Law 10 of 2015: fusion of multiple public health structures 
- Providers face difficulties in communication in the bigger structures because  
o They don’t get to know all of their peers in the organisation (as opposed to when it 
was smaller) 
o The organisation is so big that they don’t even know the roles of their peers in other 
parts of the organisation 
- Managerial instability: too many managerial changes within a short period of time confuses 
the providers 
o The recent fusion occurred too soon. Some providers were just getting used to their 
new managerial team of 5 years when this new reorganisation of the health system 
occurred… they are perpetually changing management. 
- Sensemaking of managerial information/decisions 
o A provider explains that she acknowledges the fact that the managers try to provide 
information to the employees. But they face some sensemaking problems such as  
 Managers send information by courriel, and every provider who reads the 
courriel interprets it in their own way, in other words all providers do not 
understand the courriel in the same way 
 Providers try bringing the issues during meetings but there is not enough time 
to discuss them, hence sometimes it takes several weeks before all the 
providers have the same understanding of managerial decisions. 
- A provider says that after the 2004 merger she had 2 bosses, and with the 2015 merger she 
has 4 or 5 superiors; hence not only is communication difficult, but it takes longer to reach the 
person who can carry out any changes… this is an expression of the distancing between the 
decision makers and the providers (also expressed in the two other cases), which has led to 
great dissatisfaction of providers because they think that their opinions do not count anymore 
o Previously they used to partake in decision making activities… now they just receive 
decisions taken by the managers. 
o Another provider says that when she was in the CLSC her boss was readily available, 
after the merger it is hard to meet her boss because she is always in a meeting. She 
was not able to meet her for up to a year 
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- The hospital is privileged over the other sectors of the LHN 
o For instance when there is shortage of personnel in the hospital, they would come and 
take providers from the CLSC 
4.3. External policies 
- Pertaining to placing social workers in community clinics (GMF) 
o Providers think it is a good thing that social workers would have be placed by the CISSS 
in community clinics, but they emphasise that this should not be just figure heading or 
for data collections. Their roles should be well defined , and they should be used to 

































Appendix 6: Description of cases along the 59 constructs of the Rainbow Model of 
Integrated Care (Valentijn et al. 2015) 
Component Definition of construct Case 1 Case 2 Case 3 
Clinical integration The coordination of 
person-focused care in a 
single process across 
time, place and discipline. 
   
1) Centrality of client 
needs 
The principle of care is to 
address the needs of 
clients in terms of 
medical, psychological 
and social aspects of 
health. 
Providers address the 
bio, psycho, social 
aspects of the users’ 
health 
Providers address the 
bio, psycho, social 
aspects of the users’ 
health 
Providers address the 
bio, psycho, social 
aspects of the users’ 
health 
2) Case management Coordination of care for 
clients with a high-risk 
profile (e.g. identifying 
risks, developing policies 
and guidance). 
• Only social workers 
assume the function of 
"case manager", and 
they ensure care 
coordination for 
complex patients with 
mainly social needs 
• Only nurses assume 
the function of "main 
provider" and they 
ensure care 
coordination for 
complex patients with 
mainly medical needs 
• Any provider (nurse, 
social worker, 
occupational therapist) 
can assume the 
function of "case 
manager". They ensure 
care coordination for 
complex patients. 
• "Main providers" are 
providers who ensure 
care coordination for 
patients without 
complex needs. 
• Due to lack of 
adequate personnel 
there are no "case 
managers" in this LHN. 
• Care coordination for 
complex patients is 
ensured by "main 
providers" who can be 
a nurse or social 
worker. 
3) Patient education Education for clients is 
focused on medical, 
psychological and social 
aspects of health. 
Providers are required 
to educate patients as 
part of their informed 
consent and shared 
decision-making 
activities 
Providers are required 
to educate patients as 
part of their informed 
consent and shared 
decision-making 
activities 
Providers are required 
to educate patients as 
part of their informed 
consent and shared 
decision-making 
activities 
4) Client satisfaction User satisfaction of the 
individual client is central 
to the organisation of 
care. 
All providers ensure 
that the client is 
satisfied with the health 
and social services 
delivered. 
All providers ensure 
that the client is 
satisfied with the 
health and social 
services delivered. 
All providers ensure 
that the client is 
satisfied with the health 
and social services 
delivered. 
5) Continuity The organisation of care 
aims to provide fluid care 




transition of a patient 
from one point of 
service to another 
include; liaison nurses 
in the hospital, referral 
forms  
•Case managers get to 
follow up patients at 




transition of a patient 
from one point of 
service to another 
include; referral forms  
•Case managers get to 
follow up patients at 




transition of a patient 
from one point of 
service to another 
include; referral forms  
•Main providers get to 
follow up patients at 
any point of service of 
the LHN 
6) Interaction between 
professional and client 
Attitude and behavioural 
characteristics between 
professional and client 
regarding all health needs 
of the client. 
Providers respect the 
autonomy of patients 
by obtaining their 
written or verbal 
consent when tending 
to their needs. 
Providers respect the 
autonomy of patients 
by obtaining their 
written or verbal 
consent when tending 
to their needs. 
Providers respect the 
autonomy of patients 
by obtaining their 
written or verbal 
consent when tending 






Implementation of a 
multidisciplinary care 
plan at the individual 
client level. 
• Case managers and 
main providers usually 
create multidisciplinary 
individualised care 
plans for patients in the 
homecare unit 
• Unfortunately other 
units of the LHN 
(hospital, rehabilitation 
center) create their own 
care plans for these 
patients. They do not 
use the 
multidisciplinary care 
plan of the homecare 
unit. 




plans for patients in the 
homecare unit 
• Unfortunately other 
units of the LHN 
(hospital, rehabilitation 
center) create their own 
care plans for these 
patients. They do not 
use the 
multidisciplinary care 
plan of the homecare 
unit. 




plans for patients in the 
homecare unit 
• Unfortunately other 
units of the LHN 
(hospital, rehabilitation 
center) create their own 
care plans for these 
patients. They do not 
use the 
multidisciplinary care 
plan of the homecare 
unit. 
8) Information 
provision to clients 
Provide unambiguous 
and understandable 
information at the 
individual client level. 
Information is provided 
to patients as part of the 
informed consent and 
shared decision-making 
activities 
Information is provided 
to patients as part of 
the informed consent 
and shared decision-
making activities 
Information is provided 
to patients as part of 





Provision of services is 
focused on medical, 
psychological and social 
aspects of health. 
Medical, psychological 
or social services are 
provided, depending on 
the individual patients 
needs. 
Medical, psychological 
or social services are 
provided, depending on 
the individual patients 
needs. 
Medical, psychological 
or social services are 
provided, depending on 
the individual patients 
needs. 
10) Client participation Clients are (pro)actively 
involved in the design, 
organisation and 
provision of care at the 
operational level. 
Providers apply the 
ministerial directives 
which require them to 
actively engage users 
(patients and 
caregivers) in all 
decisions (design, 
organisation and 
delivery) related to 
their care as part of the 
shared decision-making 
strategy 
Providers apply the 
ministerial directives 
which require them to 
actively engage users 
(patients and 
caregivers) in all 
decisions (design, 
organisation and 
delivery) related to 
their care as part of the 
shared decision-
making strategy 
Providers apply the 
ministerial directives 
which require them to 
actively engage users 
(patients and 
caregivers) in all 
decisions (design, 
organisation and 
delivery) related to 
their care as part of the 
shared decision-making 
strategy 
11) Population needs The interdisciplinary 
approach is consistent 
with the dominant needs 
of the population. 
• Translational services 
are provided by the 




•The HSSC and some 
community 
organisations offer 
relief services for 
exhausted caregivers 
• Providers originating 
from various ethnic 
groups are encouraged 
to work in those 
communities 
• Translational services 
are provided by the 




•The HSSC and some 
community 
organisations offer 
relief services for 
exhausted caregivers 
• Providers originating 
from various ethnic 
groups are encouraged 
to work in those 
communities 
• Translational services 
are provided by the 




•The HSSC and some 
community 
organisations offer 
relief services for 
exhausted caregivers 
• Providers originating 
from various ethnic 
groups are encouraged 
to work in those 
communities 
12) Self-management Tailor-made support of 
self-management at the 
individual client level 
• Providers shared 
clinical information 
with the users 
• Providers linked up 
users with community 
resources 
•No specific chronic 
disease support 
activities were reported 
• Providers shared 
clinical information 
with the users 
• Providers linked up 
users with community 
resources 
•No specific chronic 
disease support 
activities were reported 
• Providers shared 
clinical information 
with the users 
• Providers linked up 
users with community 
resources 
•No specific chronic 
disease support 






partnerships based on 
shared competences, 
roles, responsibilities and 
accountability to deliver a 
comprehensive 
continuum of care to a 
defined population. 












reported. For instance, 
specialist physicians 
training other health 
care personnel in the 
diagnosis and 
management of 
cognitive disorders, or 
nurse practitioners of 
the homecare unit 
training nursing 






reported. For instance, 
specialist physicians 
training other health 
care personnel in the 
diagnosis and 
management of 
cognitive disorders, or 
Nurse practitioners of 
the homecare unit 
training nursing 






reported. For instance, 
nurse practitioners of 
the homecare unit 
training nursing 
assistants in certain 
tasks  
14) Shared vision 
between professionals 
A shared vision between 
professionals focused on 
the content of care. 
Shared vision on the 
content of care 
occurred when 
providers concerted 
with their peers 
through: 
      • Formal 
mechanisms such as 
inter-professional 
meetings, hospital 
rounds, invitation of 
case managers to the 
hospital 
      • Informal 
mechanisms such as 
spontaneous inter-
professional meetings 
if need be 
Shared vision on the 
content of care 
occurred when 
providers concerted 
with their peers 
through: 
      • Formal 
mechanisms such as 
inter-professional 
meetings, hospital 
rounds, invitation of 
case managers to the 
hospital 
      • Informal 
mechanisms such as 
spontaneous inter-
professional meetings 
if need be 
Shared vision on the 
content of care 
occurred when 
providers concerted 
with their peers 
through: 
      • Formal 




      • Informal 
mechanisms such as 
spontaneous inter-
professional meetings 
if need be 
15) Agreements on 
interdisciplinary 
collaboration 
Agreements on the 
establishment of 
interdisciplinary 
cooperation at the 
operational level. 
Providers did not 




Providers did not 




Providers did not 








guidelines and protocols 
are implemented in 

















governance is focused on 
openness, integrity and 
accountability between 
professionals at the 
operational level (e.g. 
joint accountability, 
appeal on pursued 
policies and 
responsibilities). 
mainly a feeling of 
joint accountability for 
patients’ health care 
mainly a feeling of 
joint accountability for 
patients’ health care 
mainly a feeling of 
joint accountability for 




characteristics of the 
professionals involved in 
the partnership (e.g. 
trust, equality, respect, 
values). 
•Providers generally 
displayed qualities of 
trust, respect and 
equality towards their 
peers.  
•Sometimes it was 
difficult to reach out to 
physicians 
•Providers generally 
displayed qualities of 
trust, respect and 
equality towards their 
peers.  
•Sometimes it was 
difficult to reach out to 
physicians 
•Providers generally 
displayed qualities of 
trust, respect and 




19) Clinical leadership Accepted leadership with 
power and influence at 
the operational level (e.g. 
professional status 
characteristics such as 
reputation, specialization, 
position and seniority). 
No provider stood out 
as a champion in the 
implementation of this 
LHN 
No provider stood out 
as a champion in the 
implementation of this 
LHN 
No provider stood out 
as a champion in the 





of professionals regarding 
economic, social and 
political developments. 
All providers were 
cognizant of the socio-
economic and political 
climate, and how it 
influenced their 
professional activities 
All providers were 
cognizant of the socio-
economic and political 
climate, and how it 
influenced their 
professional activities 
All providers were 
cognizant of the socio-
economic and political 
climate, and how it 
influenced their 
professional activities 
21) Value creation for 
the professional 

























management at the 
operational level is 
focused on improving 
health outcomes for the 




like the Agreement 
Canada Norms, and the 
hospital referral forms 
were analysed monthly 
• These performance 
indicators were 
presented to the 
providers monthly by 
their team leaders 
• Providers mentioned 
that the clinical data 
they collected was used 
to measure their 
performance 
• No feedback 
mechanism of their 
performance was 
mentioned 
• Clinical data was 
collected to measure 
the performance of 
providers. 
• Providers were 
evaluated every three 
months by their team 











•Providers worked in 
teams where they 
shared their different 
competencies 
• The case manager or 
main provider could 
schedule an 
interdisciplinary 
meeting to discuss the 
case of a patient 
•Providers worked in 
teams where they 
shared their different 
competencies 
• The case manager 
could schedule an 
interdisciplinary 
meeting to discuss the 
case of a patient 
•Providers worked in 
teams where they 
shared their different 
competencies 
• The main provider 
could schedule an 
interdisciplinary 
meeting to discuss the 










to deliver comprehensive 
services to a defined 
population. 
   
24) Value creation for 
organisation 
Value is added through 




some services that were 
formerly provided by 
the HSSCs 
• Some providers 
(nurses and social 
workers) of the HSSC 
were "lent" out to build 
the professional 




some services that 
were formerly provided 
by the HSSCs 
• Some providers 
(nurses and social 
workers) of the HSSC 
were "lent" out to build 
the professional 




some services that were 
formerly provided by 
the HSSCs 
• Some providers 
(nurses and social 
workers) of the HSSC 
were "lent" out to build 
the professional 








governance is focused on 
openness, integrity and 
accountability between 
organisations at the 

















Informal network of 
managers within the 
collaboration. 
providers did not 
mention issues related 
to managerial networks 
providers did not 
mention issues related 
to managerial networks 
providers did not 
mention issues related 
to managerial networks 
27) Interest 
management 
A climate that attempts to 
bridge the various 
interests (e.g. social, 
organisational and 
personal) at the 
operational, tactical and 
strategic level. 
Providers understood 
that the purported 
interest of the LHN 
was the maintenance of 
complex patients at 
home in the best 
conditions possible 
Providers understood 
that the purported 
interest of the LHN 
was the maintenance of 
complex patients at 
home in the best 
conditions possible 
Providers understood 
that the purported 
interest of the LHN 
was the maintenance of 
complex patients at 







organisations within the 
collaboration. 
not appreciated by 
providers 
not appreciated by 
providers 
not appreciated by 
providers 
29) Population needs as 
binding agent 
The needs of the 
population are central in 
the collective policy of the 
various organisations in 
the collaboration. 
•Providers from 
minority groups were 
encouraged to work in 
their communities  
•Translational services 
were available at the 
HSSC  
•Providers from 
minority groups were 
encouraged to work in 
their communities 
•Providers from 
minority groups were 






collaboration (e.g. legal 
structure, number of 
organisations, profit vs. 
non-profit). 
• Mega-urban HSSC; 
one acute care hospital, 
two community health 
centers and three long 
term care facilities, 36 
medical clinics (five 
joint practices), more 
than 50 community 
organisations and about 
30 private residencies 
for older people 
• Territory is divided 
into three functional 
sectors such that a team 
of providers of the 
homecare unit would 
only visit patients in 
their designated sector 
•Urban HSSC; three 
community health 
centers, four long term 
care facilities, one 
university teaching 
hospital 
• No geographical 
sectorization of this 
territory, hence 
homecare providers 
can visit patients in any 
part of the territory 
• Semi-urban HSSC; 
one acute care hospital, 
one community health 
center and one long-
term care facility 
• Territory is divided 
into ten functional 
sectors. Each sector 
includes an urban and 
rural area. Teams of 
providers of the 
homecare unit would 
only visit patients in 
their designated sector 
31) Inter-
organisational strategy 
A collective elaborated 
strategy exists between 
the organisations within 
the collaboration. 
The LHN is organised 
around the HSSC 
which provides 
financial subsidies to 
community 
organisations or 
workers to community 
clinics 
The LHN is organised 
around the HSSC 
which provides 
financial subsidies to 
community 
organisations or 
workers to community 
clinics 
The LHN is organised 
around the HSSC 
which provides 
financial subsidies to 
community 
organisations or 




Leadership with power 
and influence at a 
strategic level (e.g. 
reputation, seniority and 
formal position). 
not appreciated by 
providers 
not appreciated by 
providers 






Collective learning power 
between the organisations 
within the collaboration 
(e.g. joint research and 
development programs). 
Training activities 
under the Alzheimer's 
program were 
organised to foster the 
collaboration and 
capacity building of 
providers from the 
HSSC, community 
clinics and community 
organisations   
Lots training activities 
in this LHN 
• Case managers have 
yearly training 
activities in spring and 
autumn 
• Providers can request 
for training activates 
from management 
Providers deplore the 
lack of training 
activities in the LHN 
34) Location policy A collective location 
policy between the 
organisations within the 
collaboration (e.g. 




• This HSSC has a 
"Network partner team 
unit" that rents 
hundreds of beds from 
four private residencies 
• Case mangers 
coordinate the services 
of patients living in 
private residencies 
• Private clinics get to 
use some workers 
(nurses or social 
workers) of the HSSC 
Several co-location 
strategies 
• Case mangers 
coordinate the services 
of patients living in 
private residencies 
• Private clinics get to 
use some workers 
(nurses or social 
workers) of the HSSC 
Several co-location 
strategies 
• Main providers 
coordinate the services 
of patients living in 
private residencies 
• Private clinics get to 
use some workers 
(nurses or social 
workers) of the HSSC 
35) Competency 
management 
Collectively utilize and 
select competencies of 
professionals and staff to 
the greatest possible 
extent for the objectives 
of the collaboration. 
not appreciated by 
providers 
not appreciated by 
providers 





The organisation of the 



















provide services for 
users. 
System integration A horizontal and vertical 
integrated system, based 
on a coherent set of 
(informal and formal) 
rules and policies 
between care providers 
and external stakeholders 
for the benefit of people 
and populations. 
   
37) Social value 
creation 
Value is added through 
the collaboration of social 
objectives and interests. 
Providers recognise 
that the different 
organisations of the 
LHN collaborate to 
ensure that older people 
with complex needs 
receive quality services 
at home 
Providers recognise 
that the different 
organisations of the 
LHN collaborate to 
ensure that older 
people with complex 
needs receive quality 
services at home 
Providers recognise 
that the different 
organisations of the 
LHN collaborate to 
ensure that older 
people with complex 
needs receive quality 
services at home 
38) Available resources Available resources in the 
environment of the 
collaboration (e.g. usable 
buildings, (over)capacity, 
professionals and funding 
streams). 
• No lack of resources 
in this LHN 
• No lack of resources 
in this LHN 
Lack of adequate 




39) Population features Health determinants of 
the population in the 
environment of the 
partnership (e.g. 
population composition 
and use of care). 
• Immigrant population 
with cultural 
specificities. E.g. some 
cultures do not like 
relocating their older 





• Lots of homeless 
patients 
Lots of old people  
40) Stakeholder 
management 
Engagement of various 
stakeholders (e.g. 
municipality, patient 
organisations and health 
insurance companies). 
• The HSSC was 
mandated to form links 
with organisations of 
the LHN 
• The HSSC was 
mandated to form links 
with organisations of 
the LHN 
• The HSSC was 
mandated to form links 
with organisations of 
the LHN 
41) Good governance Creating trust towards 
external stakeholders 
(e.g. municipality and 
health insurance 





not appreciated by 
providers 
not appreciated by 
providers 




Political, economic and 
social climate within the 
environment of the 





reorganisation of the 
health system with 
managerial instability 
• Profound 
reorganisation of the 
health system with 
managerial instability 
• Profound 
reorganisation of the 
health system with 
managerial instability 
Functional integration Key support functions 
and activities (i.e. 
financial, management 
and information systems) 
structured around the 
primary process of 
service delivery to 




professionals to add 
overall value to the 
system. 
   
43) Human resource 
management 
Aligned Human Resource 
Management within the 
collaboration (e.g. joint 
staffing and personnel). 
joint staffing of HSSC 
and community clinics. 
HSSC workers monitor 
patients in private 
residencies. Most teams 
include community 
workers for hygiene 
joint staffing of HSSC 
and community clinics. 
HSSC workers monitor 
patients in private 
residencies. Most 
teams include 
community workers for 
hygiene 
joint staffing of HSSC 
and community clinics. 
HSSC workers monitor 
patients in private 
residencies. Most 
teams include 






accessible at an 
operational, tactical and 
strategic level (e.g. 
monitoring and 
benchmarking systems). 
• Multiple unaligned 
health information 
systems at the 
operational level. 
Responders did not 
provide any data on 
what happens at the 
tactical and strategic 
level 
• Multiple unaligned 
health information 
systems at the 
operational level. 
Responders did not 
provide any data on 
what happens at the 
tactical and strategic 
level 
• Multiple unaligned 
health information 
systems at the 
operational level. 
Responders did not 
provide any data on 
what happens at the 




Coherent use of resources 
(e.g. collective real estate 
and funding). 
• HSSC subsidized the 
community 
organisations. 
• Staff were 
preferentially sent to 
the hospital than to the 
other units of the LHN 
• HSSC subsidized the 
community 
organisations. 
• Staff were 
preferentially sent to 
the hospital than to the 
other units of the LHN 
• HSSC subsidized the 
community 
organisations. 
• Staff were 
preferentially sent to 
the hospital than to the 
other units of the LHN 
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46) Support systems 
and services 
Aligned support systems 
and services at the 
operational level (e.g. 
facility management and 
secretarial support). 




management for the 
client (e.g. collective 
telephone numbers, 
counter assistance and 
24-hour access) 
The HSSC reception 
was the common entry 
point to the LHN. It 
delivered professional 
assistance 24 hrs a day. 
The HSSC reception 
was the common entry 
point to the LHN. It 
delivered professional 
assistance 24 hrs a day. 
The HSSC reception 
was the common entry 
point to the LHN. It 
delivered professional 
assistance 24 hrs a day. 
48) Regular feedback 
of performance 
indicators 
Regular feedback of 
performance indicators 
for professionals at the 
operational level to 
enable them to improve 
their performance. 
Yes No??? No 
Normative integration The development and 
maintenance of a 
common frame of 
reference (i.e. shared 
mission, vision, values 
and culture) between 
organisations, 
professional groups and 
individuals. 
   
 49) Collective attitude Collective attitude within 
the collaboration towards 
open communication, 
sincerity and respect at 
operational, tactical and 
strategic levels. 
• Open communication 
between partners at the 
operational level 
• Distancing of the 
actors at the tactical 
and strategic level 
• Open communication 
between partners at the 
operational level 
• Distancing of the 
actors at the tactical 
and strategic level 
• Open communication 
between partners at the 
operational level 
• Distancing of the 
actors at the tactical 
and strategic level 
50) Sense of urgency Awareness regarding the 
need and purpose to 
collaborate at the 
operational, tactical and 
strategic levels. 
Providers expressed 
concerns that with the 
mergers they seem to 
be more disconnected 
with their managers 
Providers expressed 
concerns that with the 
mergers they seem to 
be more disconnected 
with their managers 
Providers expressed 
concerns that with the 
mergers they seem to 
be more disconnected 
with their managers 
51) Reliable behaviour The extent to which the 
agreements and promises 
within the collaboration 
are fulfilled at 
operational, tactical and 
strategic levels. 
not appreciated by 
providers 
not appreciated by 
providers 




The ability to effectively 
manage interpersonal 
conflicts within the 
collaboration. 
not appreciated by 
providers 
not appreciated by 
providers 




Leadership based on a 
personal vision that 
inspires and mobilizes 
people. 
not appreciated by 
providers 
not appreciated by 
providers 
not appreciated by 
providers 
54) Shared vision A collectively shared 
long-term vision within 
the collaboration at the 
operational, tactical and 
strategic levels. 
The main aim of the 
LHN was to maintain 
older people with 
complex needs at home 
with quality care if 
possible 
The main aim of the 
LHN was to maintain 
older people with 
complex needs at home 
with quality care if 
possible 
The main aim of the 
LHN was to maintain 
older people with 
complex needs at home 
with quality care if 
possible 




efficiency of the informal 
collaboration at the 
operational, tactical and 
strategic levels (e.g. group 

























56) Linking cultures Linking cultures (e.g. 
values and norms) with 
different ideological 
values within the 
collaboration at the 
operational, tactical and 
strategic levels. 
the operational and 
tactical levels seem to 
have similar values and 
norms 
the operational and 
tactical levels seem to 
have similar values and 
norms 
the operational and 
tactical levels seem to 
have similar values and 
norms 
57) Reputation Individual reputation of 
those people involved in 
the collaboration. 
not appreciated by 
providers 
not appreciated by 
providers 




The ability to transcend 
one’s own professional 
domain within the 
collaboration at the 
operational, tactical and 
strategic levels. 
not appreciated by 
providers 
not appreciated by 
providers 
not appreciated by 
providers 
59) Trust The extent to which those 
involved in the 
collaboration at 
operational, tactical and 
strategic levels trust each 
other. 
Mutual trust between 
providers 
Mutual trust between 
providers 


































Appendix 7: Thematic analysis codebook based on the Multilevel Health Innovations 
Analysis Model (Chaudoir, 2013) 
Category Parent code Description  
Structural 
level factors 
Referring to the outer-setting, extra-organisational or broader socio-cultural context, in 
which the model is nested is perceived as facilitating or hindering the implementation of 
the model 
 Policies and 
regulations 
Referring to how external policies, laws, rules, guidelines, 
recommendations or regulations facilitate or hinder the implementation 
of components of the integrated care model. Includes regulations of 
local or regional bodies. Includes professional associations. Includes the 
socio-political context. Political or social climate. 
Incentives Referring to extra-organisational strategies such as government support, 




Referring on how the population composition, or needs influence the 
organisation or providers in the implementation of the model 
Economic 
climate 
Referring to how the funding of organisations (specifically budgets, 
financial incentives, subsidies), includes private, provincial or federal 
funding, 
Accountability  Referring to how external (government, etc) monitoring of the model, 
feedback of performance indicators or government use of performance 
indicators influence the implementation of the model 
Peer pressure Competitive pressure to implement the model; how knowledge of 






Referring to the geographical characteristics of the environment (urban 
vs rural) 
Quality and availability of public transportation, distances covered to 
deliver care  
   
Organisational 
level factors 
Referring to the organisations where the integrated care model is being implemented 
 Leadership Commitment, involvement, and accountability of leaders and managers 
with the implementation. 
Engagement of other stakeholders (providers, patients care givers) 
Culture Refers to how norms, values, vision and basic assumptions of the 




Refers to how the shared receptivity of organisational stakeholders 
facilitated or hindered the implementation of the model. Includes 
perceived tension for change in the organisation, relative priority of the 
model in the organisation, learning climate of the organisation. 
Organisational 
incentives 
Promotions, salary raises, increased statue or respect and how it 





Referring to the size, structural architecture, sectorization and maturity 
of the organisation. This also covers the mergers and how they 
influenced the implementation of the model. 
Networks Referring to the quality and frequency of formal and informal 
collaborations of partner organisations. Also includes the intra-
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organisational social network. 
Available 
Resources 
The level and type of resources dedicated for implementation and on-
going operations including money, training, education, information 
system, physical space, and time.  
Goals and 
Feedback 
The degree to which goals are clearly communicated, acted upon, and 
fed back to providers and alignment of that feedback with goals. 
   
Provider level 
factors 
Referring to aspects of the individual providers who implement the integrated care model 
with the patient/caregiver 




Providers’ attitudes toward and value placed on integrated care as well 
as familiarity with facts, truths, and principles related to integrated care. 
Personal 
Attributes 
Referring to providers motivation, openness, agreeableness, open-




Referring to individual providers characteristics such as their level of 
education, openness to new practices, perceived knowledge skills and 




Referring to team work, clear roles of team members, inter-disciplinary 
teams, multidisciplinary teams, pluri-disciplinary teams, team dynamics, 
workloads, conflict of roles 
   
Innovation 
level factors 
Referring to aspects of the integrated care model that is implemented 
 Intervention 
source 
Providers’ perception of the integrated care model as being externally 
developed (coming from the government) and how it influences the 
implementation of the model 
Relative 
advantage 
Do providers view integrated care as more advantageous than an 
alternative solution 
Adaptability The extent to which the integrated care model can be adapted, shaped 
or tailored to the local context 
Trialability The ability to test components of the integrated are model on a small 
scale in the organization, and to be able to reverse course (undo 
implementation) if warranted. 
Complexity Perceived difficulty of implementation, reflected by duration, scope, 
radicalness, disruptiveness, centrality, and intricacy and number of steps 
required to implement 
Applicability Provider’s perception on the relevance or appropriateness of the 
integrated care model 
Compatibility  Is the integrated care model able to co-exist with other programs or 
models of care of the organisation? 
Flexibility of 
roles 
Does the integrated care model give allowance for adjustment of roles 
of providers? (may be considered as a sub code of adaptability) 
   
Patient level 
factors 
Referring to aspects of the patient who uses the integrated care model 
 Patient 
characteristics 
Characteristics such as their level of cognition, financial resources, 
cultural specificities, linguistic barriers. Behavioral risks such as 
alcoholism, drug use. Patient health literacy. 
Patient health 
related beliefs 
Refers to health related beliefs such as use of alternative medicine, 
distrust of medical practices, endorsement of conspiracy beliefs, 
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patient’s values and preferences 
Patient support Refers to availability of informal caregiver, family support (children, 
spouse), support of residency 
Patient attitude Refers to patient’s motivation, aggressiveness (especially when 
providers deliver care in their homes), agreeableness, satisfaction  
Benefit to 
patient 
Refers to the intervention perceived as adding value to the patient, 
usefulness of the intervention to the patient  






Appendix 8: Thematic analysis representing factors perceived as influencing the 
implementation of the integrated care model per case (+ = facilitator and - = barrier) 
Factor case 1 case 2 case 3 
structural    
Government policy and 
funding support 
+/- +/- +/- 
population 
characteristics 
+/- +/- +/- 
geographical setting   +/- 
managers and policy 
makers use of EBP 
+/-  +/- 
organisational    
Mergers +/- +/- +/- 
Networks and 
collaboration 
+ + + 
shared vision + +  
shared decision making + + + 
formal and informal 
interaction 
+ + +/- 
electronic resources +/- +/- +/- 
evaluations +/-   
territorial sectorization +  + 
collaboration and team 
learning 
?   
team work ? ?  
organisational culture  +/-  
organisational support 
and resources 
  - 
colocation    
human resource staffing  ?  
provider    
attitude to the 
innovation 
+ + +/- 
level of education and 
skills 
  - 
workload   - 
role    
interactive quality 
improvement meetings 
 ?  
personal attributes + +  
coping style ?   





-   
    
patient    
patient characteristics +/- +/- +/- 
patient benefits + +  
patient satisfaction + +  
family support + + + 
    
innovation    
applicability +   
adaptability and 
feasability 
+/- GC +/-  +/- 
trialability +    
complexity - - - 
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